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FOREWORD 


Me ic > Ll is one of the greatest public health challenges in the Western Pacific Region. Every eight seconds 

ts pe : Pe ee onthe ee ee Every year, four million people die from the effects of tobacco 
urs In Our Region. If we do nothing to halt the prevalence of smoking now. 10 milli 

people, 70% of whom will come from the developing world, will have lost their lives to tobatent its . 


The hazards to health from smoking are well known. In countries where smoking i 

g is a long-established habit, about 90 ° 
of lung cancer cases, 30 % of all cancer deaths, 20% to 25 % of coronary heart diseas : d strokes, and eas, ; 
chronic bronchitis and emphysema cases are attributed to tobacco use. ae 2 ; 


Smoking harms nonsmokers as well. There is a growing body of scientific eviden 
risk of low birth weight, Sudden Infant Death Syndrome, asthma, and pulmonary.and 
Adults exposed to second-hand smoke have higher risks of lung cancer, | 
disease. Involuntary exposure to tobacco smoke is particularly deadly wi 
and women. The evidence indicates that the population within the Re 
substantial. For instance, the 1996 National Smoking Prevalence Surve 
non smokers were regularly exposed to environmental tobacco smoke. S 
people in Phnom Penh revealed that 52% were exposed to daily basis. 
Yet, despite the data that link smoking to disease and prematur 
use continues to rise within the Western Pacific Region. Oui 
highest rate of increase in smoking prevalence in the world 
controls, coupled with aggressive marketing by the tobacc 
the propagation of the tobacco epidemic among our Me 
Clearly, putting an end to the tobacco epidemic is a pub 


The Regional Action Plan on Tobacco or Health for 2000—2€ 
Member States at the fiftieth session of the Regional Commi 
strategic approach to tobacco control in the Region. Based ont 
on Tobacco or Health, the Plan provides a framework for the de 
epidemic . At the same time, it stresses the promotion of national and region 
of the international Framework Convention for Tobacco Control (FCTC). The over 
achieve a measurable and sustainable reduction in smoking prevalence rates with 


the Western Pacific Region. 


prehensive, multi- 
Working Group 
to control the tobacco 
adoption and implementation 
_aim of the Regional Action Plan is to 
in the Member States and Territories in 


These Country Profiles provide the information that will enable Member States and Territories to evaluate their needs and 
capacities for tobacco control. In addition, each Profile includes a section that assesses the country's current preparedness 
to implement the FCTC. The database on which these Profiles are based will enable us to monitor the progress within the 
Region as we strive to stop the tobacco epidemic. 


The Country Profiles are the result of the collaborative efforts of National Focal Persons for Tobacco or Health, Ministries 
of Health, nongovernmental organizations working for tobacco control, WHO Representatives, Country Liaison Officers and 
the Tobacco Free Initiative staff in the Western Pacific Regional Office. | am certain that people and agencies working to 
curtail the tobacco epidemic will find this publication very useful and that our campaign against tobacco use will succeed 
through multisectoral partnerships. This publication will contribute to the success,0 sur.concerted efforts to reduce smoking 
prevalence and protect the health of the people of the Western Pacific Regio 


Let us continue to strive to make ours a tobacco-free Region. 


lestern Pacific 


INTRODUCTION 


Reliable country-level data on the tobacco epidemic are extremely useful in supporting tobacco control efforts. In 1989 and 
1 990, the World Health Assembly adopted resolutions calling on WHO to periodically monitor and report on the global 
tobacco or health” situation as well as on the effectiveness of Member States’ tobacco control programmes. 


The Western Pacific Regional Office last published Country Profiles on Tobacco or He 
changes have occured in WHO's response to the tobacco epidemic. Foremost among the 
of the Tobacco-Fee Initiative as a special WHO Cabinet project, and the initiation of work t 

Convention on Tobacco Control. 


1997. Since then, signicant 
anges were the creation 
ernational Framework 


These Country Profiles on Tobacco on Health 2000 contain updated infec 
States’ progress in tobacco control. Data sources include completed 1 
reports, published articles, Ministry of Health statistics and, in cases wh 
Every effort was made to provide Member States and Territories with the 
respective profiles. 


br 
untry 
information. 
approve their 


The indicators used in the preparation of these Country Profiles 


Sociodemographic data 

Tobacco production, trade and industry 
Tobacco consumption 

Prevalence and patterns of tobacco use 
Health effects of tobacco use 

National policy responses 


ay da 


In addition, an attempt was made to gauge receptiveness to | scale that is 


described in detail under Annex 1. 
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AMERICAN SAMOA 


American Samoa's national 
flower is the Cananga oderata, 
or Moso'oi. This photograph 
of the Moso’oi in the ashtray 
was provided by Ms Molisamoa 
Pa'ua, American Samoa's 
National Focal Person for 
Tobacco or Health. 


Population 1995 2025 
Total 55 650 104 000 
Adult (15+) 34 447 na 
Health Status, 1995 

Life expectancy at birth 72.00 


Infant Mortality Rate 12.96 per 1000 live births 


GNP per capita, 1988 US$ 1750 


Smoking Prevalence, 1985 


[we [eae 
Adults (>20) 16.2% 
Source: 1998 TOH Questionnaire 


TOBACCO PRODUCTION, TRADE AND INDUSTRY 


American Samoa imports all the tobacco products consumed locally. In 


1992, imported tobacco cost the territory US$ 1 986 028. During the same 


year, taxes collected from tobacco products reached US$ 3 million; this 
represented 26% of total government revenue from taxes. 


TOBACCO CONSUMPTION 


There are no regular territorial Surveys On smoking prevalence. Available 
data are dated, but indicate that two out of five men and one out of five 
women use tobacco. About 8.1% of boys and 5.3% of girls aged 14 to 18 


are tobacco consumers. On average, men consume 22.6 cigarettes per day 
while women consume 16.8. 


Imported manufactured cigarettes are the most widely consumed tobacco 
product. 


HEALTH COSTS FROM TOBACCO USE 


In 1992, an estimated 55% of alt deaths in American Samoa were attributable 
to tobacco use. This represents an increase from 1988, when 45% of all 
deaths were from diseases where smoking may have been a contributing 
factor. 


Hospital data from 1993 indicate that four out of the five leading causes of 
mortality are conditions which are caused or aggravated by smoking. 


Leading Causes of Death, 1993 


1. Diseases of the circulatory system 
2. Diseases of the respiratory system 
3. Neoplasms 

4. Accidents and injuries 

5. Diabetes mellitus 


Source: WHO-WPRO Health Data Bank 1998 Revision 


TOBACCO CONTROL MEASURES 


Control of Tobacco Products 
American Samoa prohibits the sale of cigarettes to anyone under 18 years 
In 1996, there were no vending machines in American Samoa. 


The government-owned broadcast channels do not air tobacco advertising. 
However, there are no bans on advertising in other media, on indirect 
advertising and on sports sponsorship by tobacco companies. Billboard, 
print and point-of-sale advertising of tobacco products occurs 


Maximum levels of toxic substances in cigarettes are not set by law. Health 
warnings or messages on cigarette packets are not mandatory 


ion for Nonsmokers oe 
sent banned in all government buildings, hospitals and health facilities. 
Both domestic and international flights are smoke-free. However there are 
no prohibitions on smoking inside public transport, private offices or food 
establishments. 


Health Education, Media and Advocacy 

World No-Tobacco Day is celebrated annually. There are several health 
education programmes on tobacco control and one smoking cessation course 
("Fresh Start") that is offered occasionally. However, there is no overall 
education, media and advocacy strategy for tobacco control. 


RECEPTIVENESS TO THE FCTC 


American Samoa has some of the elements to begin the groundwork for the 
FCTC. A National Plan of Action for Tobacco Control exists, with provisions 
for taxation, restriction of access to tobacco, smoking prohibitions in public 
areas, educational and advocacy campaigns and health promotion. It does 
not include advertising bans. Tobacco control legislation is limited and is not 
uniformly enforced. Public health data on smoking prevalence and the burden 
of tobacco-related disease are minimal. Tobacco control activities are 
integrated into the Department of Health. There is an identified National 
Focal Person for Tobacco Control. The American Samoa Coalition for 
Tobacco Prevention is a nongovernmental organization that coordinates 
tobacco control efforts within the Territory. It belongs to a regional network 
for tobacco control. Local media is described as independent; and revenue 
is not predominantly from tobacco advertising. American Samoa has not 
actively participated in previous international health-related treaties, but it 
follows recommendations of the government of the United States of America. 


Preparedness for the FCTC 
Participation in other International 
Health-related Treaties 


National Plan of Action for Tobacco Control 


National Coordinating Body for Tobacco Control 


* NGOs for Tobacco Control! 


Independent Media 


~ AUSTRALIA 


AU$ 55 million. The cost of imported tobacco and cigarettes from 1996-1997 
was AU$ 143 million. 


TOBACCO CONSUMPTION 
The Golden Wattle 
from the Acacia family Tobacco use among adult Australians (16+) is declining. The decrease is 
is commonly found in primarily among adult males. Prevalence of tobacco use among adult females 
Australia. is also declining but at a slower rate compared with adult males. 


Tobacco use among young Australians (14-17) declined from 1993 to 1995. 
However, smoking prevalence among young women and girls increased from 
12.1% in 1995 to 15.5% in 1998. This resulted in a net total increase in 
tobacco consumption among Australian youth from 1995 to 1998. 


Adult (16+) Smoking 
Population 4995 2025 Prevalence, 1993-1998 
Total 18 049 000 23 049 450 
Adult (15+) 14 182 000 19 888 000 ss 
o)) 
Health Status, 1995 = 
Life expectancy at birth 75.5 (males) o 
81.1 (females) 7 
Infant Mortality Rate (1995) 5.7 per 1000 live births ao 


GDP per capita, 1995-96 US$ 18 128 
Smoking Prevalence, 1998 


ee 
29.9% 


Source: 1993, 1995 and 1998 National Drug Strategy Household Survey 


In 1998, 43% of Australian males and 36.3% of Australian females were 
former smokers. 


Locally manufactured cigarettes are the most popular tobacco product 


Adults (16+) 24.2% 27.0% 
ae a [tam | 3.8% consumed. In 1997, 32275 000 cigarettes were sold in the domestic market. 
— —— ae “Roll-your-own” tobacco, cigars and pipe tobacco are also used but represent 


l r ita 
Refers to daily or occasional use only a small portion of total tobacco consumption. The average per Cap 
Source: 1998 National Drug Strategy Household Survey adult consumption (in grams of tobacco) is decreasing. 


TOBACCO PRODUCTION, TRADE AND INDUSTRY 


In 1997, 950 million cigarettes were manufactured in Australia, Misi 
domestic consumption. The value of exported cigarettes reacne 


Average Per Capital Tobacco 
Consumption by Adults, 1991-1996 
(grams tobacco) 


i= 


1991-92 1992-93 1993-94 1994-95 1995-96 
Years 


Source: 1998 TOH Questionnaire 


In November 1999, a tobacco excise duty tax replaced the previous combined 
tobacco excise duty and ad valorem excise duty. No retail tax is levied on 

cigarettes. Taxes derived from tobacco are not dedicated for tobacco control 
activities, although some states allocate specific amounts for tobacco control, 
and the Federal Government has a federally funded national tobacco campaign. 


HEALTH COSTS FROM TOBACCO USE 


In 1997, an estimated 14.1% of deaths among Australians were attributable to 
smoking. Tobacco use contributes to the four leading causes of death. Tobacco 


use is also implicated in circulatory diseases, the sixth leading cause of disability 
in the country. 


Leading Causes of Death, 1996 


Cancer 
Z Ischaemic Heart Disease 
6 3 Cerebrovascular Disease 
4. COPD 
a Accidents 


Source: WHO-WPRO Health Data Bank 1 998 Revision 


TOBACCO CONTROL MEASURES 


Control of Tobacco Products 


All States and Territories in Australia have legislation that restricts the sale of 
aang products to persons 18 years and older. Retailers, shops and vendors 
who sell tobacco products to persons under the minimum age of 


7} 


purchase are subject to fines and prosecution. Sales of single cigarettes and 
smokeless or oral tobacco are prohibited. All states have restrictions on vending 


machine sales of cigarettes. 


A national ban on tobacco advertising has been in effect since 1992. Likewise, 
sports sponsorship by tobacco companies and the use of tobacco brand names 
on merchandise, travel companies and shops is prohibited. 


Several international events are exempted from the sponsorship and advertising 
bans, including the Formula 1 Grand Prix. However, the Federal Minister for 
Health and Aged Care announced in September 1998 that, from October 2006, 
there would be no tobacco sponsorship or advertising at any sporting or cultural 
event held in Australia. The Minister also advised that, as of 1 January 2002, no 
new events would be allowed to receive an exemption for tobacco advertising. 


Maximum levels of toxic substances in cigarettes are not set by law. However, 
the average amount of tar, nicotine and carbon monoxide must be stated on the 
retail pack. 


Six large health warnings are required by law on cigarette packets. These occupy 
25% of the front, 33 1/3% of the back and 75-100% of the sides of the packets. 
Health warnings/messages on the front or back of cigarette packets are situated 
on top for greater visibility. 


Protection for Nonsmokers 

In 1988, the federal government banned smoking in all its workplaces. Since 
then, both the public and private sectors have increasingly limited exposure to 
environmental tobacco smoke. Legislative restrictions on smoking in many 
enclosed public spaces exist in the Australian Capital Territory and South Australia 
and may be implemented in the near future within New South Wales and Western 
Australia. Smoking is banned in all hospital and health facilities and in transit 
vehicles. Approximately 80% of private offices are smoke-free. All domestic and 
international flights are smoke-free. 


Health Education, Media and Advocacy 

Australia has both national and state-based educational and media campaigns 
for tobacco control. In 1997, the National Tobacco Campaign was launched. 
This sustained, coordinated national activity has been successful in encouraging 
smokers to quit and in increasing public awareness of the harmful consequences 
of smoking. Components of the campaign have been adapted and used by the 


Cambodia, Canada, Iceland. New Zealand, P 
3 : , Poland, Singapo 
and the United States of America. a 


RECEPTIVENESS TO THE FCTC 


Australia is a proven leader in tobacco control within the Western Pacific Region. 
There is a national policy on tobacco control which is consistent with the Regional 
Plan of Action. The Commonwealth Department of Health and Aged Care is the 
designated national coordinating body for tobacco control activities. This 
government entity works in collaboration with other governmental and 
nongovernmental organizations to promote tobacco control. 


National public health surveys regularly collect data on tobacco use and the 
tobacco-related disease burden. There is a national ban on tobacco advertising 
under the Tobacco Advertising Prohibition Act of 1992. Tobacco control legislation 
is largely under the control of individual States and Territories, and the nature 
and enforcement of tobacco control laws are not always uniform. However, the 
state of legislative policy to regulate tobacco is more advanced in Australia than 
in many other countries in the Western Pacific Region. 


Finally, Australia has been actively involved in other health-related international 
treaties. Based on these criteria, Australia is well prepared for the FCTC. 


Preparedness for the FCTC 


= Participation in other International 
Health-related Treaties 


G... Plan of Action for Tobacco Control 


~~ National Coordinating Body for Tobacco Control 


= NGOs for Tobacco Control 


= Independent Media 
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BRUNEI DARUSSALAM 


Hibiscus 
Population 1995 2025 
Total 296 000 425 000 
Adult (15+) 193 880 329 000 
Health Status, 1995 
Life expectancy at birth 75.4 (males) 


77.7 (females) 


Infant Mortality Rate (1995) 6.9 per 1000 live births 


GDP per capita, 1995 US$ 16 813 


_— 


TOBACCO PRODUCTION, TRADE AND INDUSTRY 


Smoking Prevalence, 1988 


Source: 1997 Country Profiles, WHO-WPRO 


No tobacco is grown or produced commercially in Brunei Darussalam. In 
1990, 900 million manufactured cigarettes, representing 0.2% of global 
imports, were brought into the country: 90% were sourced from Singapore, 
the rest were from Malaysia. This was a considerable increase from the 
1985 total of 560 million imported cigarettes. Import costs In 1990 amounted 
to US$ 28.5 million, up from US$ 10.5 million in 1985. 


TOBACCO CONSUMPTION 


Both manufactured and "roll-your-own" cigarettes are consumed in Brunei. 

Annual per capita consumption of manufactured Cigarettes for adults aged 

15+ was estimated at 530 cigarettes in 1990, up from 370 cigarettes in 1985. 
In 1979, 14.4% of smokers smoked 20 or more cigarettes per day. 


Adult smoking prevalence was estimated in 1988 to be 20%. This represented 
a decline from 1979, when adult smoking rates hovered at 27% (40% for 
males, 14% for females). "Roll-your-own" cigarettes are popular among older 
adults (52%) who use locally produced sun-cured tobacco. Younger smokers 
(93.9%) prefer manufactured cigarettes. 


The frequency of smoking increases with age from 15.3% in the under-30 
age group to 68.5% in the over-50 age group. No data on smoking prevalence 
among children and youth are available. 


Among the various ethnic groups in the country, smoking is most prevalent 
among Malays (61.3%), followed by Chinese (36.4%) and indigenous races 
(2.3%). 


HEALTH COSTS FROM TOBACCO USE 


Tobacco use contributes to four of the five leading causes of death. Tobacco 
use is also implicated in three of the five leading causes of morbidity: acute 
respiratory infections, asthma and hypertension. 


Leading Causes of Death, 1995 


1. Accidents, poisoning, violence 
2. Malignant neoplasms 

3. Heart diseases 

4. Cerebrovascular diseases 


Source: WHO-WPRO Health Data Bank 1998 Revision 


TOBACCO CONTROL MEASURES 


Control of Tobacco Products . | 
Brunei has no restrictions on the sale of tobacco to minors. Sales of smokeless 


tobacco are allowed. 


Although there is no national plan of action for tobacco control, some measures 


5) 
Xu 


have been initiated. In 4991, health warnings on tobacco packets were 
introduced. A voluntary ban on cigarette advertising on television and in 
cinemas exists. However, tobacco ads appear In print media. 


Maximum levels of toxic substances in cigarettes are not set by law. 


Health Education, Media and Advocacy 

World No-Tobacco Day is celebrated annually. Other health education events 
also take place. In 1994, a special World No-Tobacco day postage Stamp 
was issued to commemorate the day. 


RECEPTIVENESS TO THE FCTC 


Brunei needs to build capacity at national level to prepare for the FCTC. A 
national coordinating body for tobacco control needs to be established and 
a national plan of action for tobacco control needs to be developed. Data 
collection, legislation, intersectoral collaboration and protection of nonsmokers 
need to be strengthened. 


Preparedness for the FCTC 


* 


= Participation in other International 
Health-related Treaties 


National Plan of Action for Tobacco Control 
National Coordinating Body for Tobacco Control 
NGOs for Tobacco Control 


Independent Media 


CAMBODIA 


The lotus flower is very 
popular in Cambodia. Photo 
courtesy of Mr Greg Hallen of 
ADRA and Dr Lim Thai 
Pheang, Cambodia's National 
Focal Person for Tobacco or 
Health. 


Population 1998 2025 
Total 11 437 656 19 686 000 
Adult (15+) 6 542 339 13 170 000 
Health Status, 1996 
Life expectancy at birth 50.3 (males) 
58.6 (females) 
Infant Mortality Rate 89.6 per 1000 live births 
GDP per capita, 1996 US$ 310 


Smoking Prevalence, 1994-99 


[Wales | Females 


8% 


Adults (16+) 
urban* (Phnom Penh) 


rural** (Siem Reap) 
(Kandal) 35% 


*Youth (15-19) 17% 0% 
(20-24) 44% 3% 


*Preliminary estimates, 1999 
Source: *1999 ADRA TOH KAP survey 
**1994 ADRA 30 cluster survey 


TOBACCO PRODUCTION, TRADE AND INDUSTRY 


In 1998, 15 000 hectares of land were devoted to growing tobacco. Tobacco 


is grown in four provinces-Kompong Cham, Kandal, Prey Veng and Kratie. 


In 1997, 12 cigarette factories were operational, including two joint venture 
factories. 


Many imported cigarette brands are available; three of the five most popular 
brands are imported. Foreign brands account for 55% of the expenditure on 
tobacco advertising. In 1997, 46% of all street advertising was for tobacco 
products. Foreign tobacco companies appear to have influenced local 
companies to adopt similar marketing Strategies. 


Imported tobacco products are taxed at a rate of 50%. Other taxes include 
a 10% Value Added Tax and a 10% Sales tax. However, smuggling of 
cigarettes occurs. 


TOBACCO CONSUMPTION 


Tobacco use among adults remains high. While no national prevalence 
survey has yet been undertaken, data from subnational studies are available. 


In 1999, an estimated 66% of urban men were smokers. Tobacco use is 
higher among rural men, of whom 86% reportedly smoke (1994). Men's 
smoking prevalence seems to peak in the 50-69 year-old age group, with the 
under-30s being below the mean. 


Prevalence of smoking among urban women appears to have increased from 
2-3% in the early 1990s to 8% in 1998. Smoking prevalence among women 
appears to increase with age. Tobacco chewing is mostly practised by older 
women. 


Preliminary estimates from a recent study reveal that 17% of children aged 
15-19 and 29% of young adults aged 20-24 are smokers. In a survey of 
848 students in 1999, only 15% reported ever having smoked, while 6% were 
current smokers. This appears to be iower than for the same age group in 
the general population, and may be related to the respondents’ educational 
level and/or awareness and attitudes towards health. 


Smoking prevalence among monks is high, particularly in rural areas, and 
is likely to be similar to men's smoking rates. Offering cigarettes to es 
is a common practice. A small survey in Phnom Penh revealed that 71% 
believed Buddhist teachings should recommend against tobacco use. Most 
of the monks surveyed were aware of the health risks of smoking and strongly 
supported government banning of tobacco advertising. 


©) 


cco is used in a variety of forms, including manufactured cigarettes, 
Laoeienheh cigars, pipe O ocs and chewing tobacco. Over 200 cigarette 
brands are available, mostly imported. Seven billion cigarettes were sold in 
1995. A total of 4500 tonnes of manufactured tobacco and 4222 tonnes of 
other forms of tobacco were sold in 1996. In 1997, it was estimated that 
cigarettes comprised 30% of all imported goods. Imported brands are more 
expensive that hand-rolled cigarettes. Retail prices for 20 cigarettes range 
from US 18 cents to US$ 1, while 20 hand-rolled cigarettes cost US 5 cents. 


HEALTH COSTS FROM TOBACCO USE 


Smokers in Cambodia are generally not aware of tobacco as a risk factor for 
various diseases. There are no studies available to estimate the impact of 
tobacco use on mortality and morbidity. Tobacco is a contributing factor for 
two of the five leading causes of death. 


Leading Causes of Death, 1998 


1. Acute respiratory infections 

2.Malaria 

3. Tuberculosis 

4. Meningitis 

5. Dengue fever 

Source: WHO-WPRO Health Data Bank, 1998 Revision 


TOBACCO CONTROL MEASURES 


Tobacco control efforts remain modest. The National Center for Health 
Promotion was recently named as the national coordinating organization for 
tobacco control. At the present time, Cambodia has no national policy on 
tobacco control. The Adventist Development and Relief Agency (ADRA) has 
been active in tobacco control activities since 1995. In 1998, the Action for 
a Tobacco-Free Cambodia was established. This organization is involved 


in educational and advocacy programmes, and is supported by ADRA and 
the National Centre for Health Promotion. 


Control of Tobacco Products 

Few policies are in place or enforced. There are no restrictions on the sale 
of tobacco products. While a ban on tobacco advertising in the public 
broadcast media has existed since 1993, it does not apply to private stations. 
From January to September 1999, nearly US$ 3 million was spent on television 
and print advertising by the tobacco industry. Outdoor and indirect advertising 
aré common. Tobacco industry sponsorship of entertainment and sporting 


events occurs. Samples of free cigarettes are frequently distrib 
ut 
cultural and social events. vee ed during 


Maximum levels of toxic substances in cigarettes are not set by law. Health 
warnings are not required on cigarette packets. 


Protection for Nonsmokers . 
International flights in and out of Cambodia are smoke-free. Regulations 


restrict smoking on domestic flights as well. 


There are subnational bans on smoking in hospitals and health facilities. 
Implementation of these bans is not uniform. Smoking is allowed in most 
other settings. 


Health Education, Media and Advocacy 

To date, Cambodia's tobacco control efforts have relied on an international 
NGO and include mass media campaigns and public education in schools, 

Buddhist pagodas and hospitals. A smoking cessation programme, “Khmer 
Quit Now!” is available and training of trainers for this programme is ongoing. 
World No-Tobacco Day is celebrated annually. National medical societies 
have yet to become involved in tobacco control activities. Health information 
on tobacco and training in smoking cessation is not routinely offered in the 

country's medical schools. 


RECEPTIVENESS TO THE FCTC 


Cambodia needs to build capacity for tobacco control. A national policy on 
tobacco control, consistent with the Regional Plan of Action, has yet to be 
developed. The designation of a national coordinating body for tobacco 
control may help to hasten tobacco control activities in the country. Much 
needs to be done in the following areas: legislation; data collection and 
research; media; education and advocacy; control of smuggling; and 
intersectoral collaboration. 


Preparedness for the FCTC 


ss 


Participation in other International 
Health-related Treaties 


National Plan of Action for Tobacco Control 


\ 


National Coordinating Body for Tobacco Control 


NGOs for Tobacco Control 


Independent Media 


PEOPLE’S REPUBLIC OF CHINA 


Cymbidium goeringii. 
Photo courtesy of 

Dr Hou Peisen, China's 
National Focal Person on 
Tobacco or Health. 


Population 1996 2025 
Total 1 223 890 000 na 
Adult (15+) 907 392 046 na 


Health Status, 1997 
Life expectancy at birth 68.7 (males) 
73.2 (females) 


Infant Mortality Rate 33.1 per 1000 live births 


GNP per capita, 1995 US$ 573 


Smoking Prevalence, 1996 


aduns er) | 080% 


Source: 1996 National Survey of Smoking Prevalence 


37.6% 


TOBACCO PRODUCTION, TRADE AND INDUSTRY 


China accounts for about 27% of the world’s tobacco leaf production. It is 
currently the largest producer of tobacco in the world, producing up to four 
times as much tobacco as the next largest producer, the United States of 
America. In 1990, 1.5 million hectares, representing about 2% of all arable 
land, were used for growing tobacco. This is an increase from 1985, when 
1.3 million hectares were devoted to tobacco cultivation. 


In 1992, 2 761 340 tonnes of unmanufactured tobacco were produced. Part 


of this was used to manufacture 31% of the world’s cigarettes 

to about 1 700 000 million cigarettes. In 1996, 33.988 million fa Pi 
Cigarettes were produced in China. This was Significant, as it represented 
a decrease of 1% from the previous year, and was the first time that a 
decrease in cigarette production had been documented. 


Most of the tobacco produced in China is consumed locally. Chinese tobacco 
exports currently represent only about 6% of the world’s total. China earned 
about US$ 500 million from tobacco and cigarette exports in 1993, representing 
a fourfold increase in export earnings from 1985. In 1997, tobacco exports 
reached 74 000 tonnes, valued at US$ 110million. In comparison, import 

costs in 1990 totalled US$ 130 million, comprising 0.3% of all import costs. 


Smuggling is a major problem. The estimated level of smuggling is about 
5% of annual production levels. Certain reports indicate that up to 30% of 
all cigarettes purchased in Guangzhou are smuggled. There is also widespread 
counterfeiting of cigarettes in China. 


Historically, China’s cigarette market had been closed to multinational 
companies since the 1950s. However, over the past two decades, with the 
opening up of the Chinese economy, multinational tobacco companies have 
returned. The China National Tobacco Corporation (CNTC) has begun to 
form joint ventures and other partnerships with foreign tobacco companies. 


The CNTC employs over half a million industrial workers, 10 million farmers 
growing tobacco leaf, and 3 million retailers. Tobacco is the top revenue 
earner for the Government. In 1992, tobacco taxes contributed around 
US$ 4.5 billion to government tax revenue, making up around 10% of China’s 
annual tax income. In 1994, it was estimated that tax revenues reached 
US$ 6.7 billion. 


TOBACCO CONSUMPTION 


One out of three cigarettes smoked in the world today is smoked in China. 
Over 300 million of China’s population consume an estimated 1.7 trillion 
cigarettes per year. Annual per capita consumption by persons aged 15 and 
above more than doubled between 1965 and 1990 from 890 cigarettes to 
1960 cigarettes. Since then, it has been relatively stable at 1900 cigarettes 
per adult per year. Tobacco is increasingly consumed in the form of 
manufactured cigarettes (87%). 


in 1984, a prevalence survey among adults aged 15 and over revealed an 
overall smoking rate of 33.88%, with 61% of males and T% of females 
smoking. A follow-up survey in 1996 showed an increase In overall prevalence 
to 37.62%, with 66.9% of males and 4.2% of females consuming tobacco 


regularly. 


According to the 1996 survey, most smokers started smoking at 20 years on 
average, 3 years earlier than in 1984. Daily per capita consumption in 1996 
was 15 cigarettes, 2 cigarettes more per day than in 1984. In 1989, 68% of 
male physicians in Beijing were smokers, while in 1990, 65% of male teachers 
and 1% of female teachers in Beijing smoked. 


HEALTH CARE COSTS FROM TOBACCO USE 


The human toll from smoking in China is staggering. Lung cancer and other 
smoking-related diseases are the most common causes of death, accounting 
for some 500 000 to 700 000 fatalities per year. It is estimated that this will 
rise to 2 million in 2025. - Age-standardized death rates per 100 000 from 
lung cancer were reported in 1995 to be 56.8 for males and 23.5 for females. 
These figures are higher than the 1985-89 rates of 49.3 for males and 20.6 
for females. 


Smoking contributes to four of the five leading causes of mortality in China 
today. If the current rates of smoking continue, tobacco may eventually kill 
about 50 million of all the children and youth alive today in China. 


Leading Causes of Death (urban areas), 1996 


1. Cerebrovascular diseases 

2. Malignant neoplasms 

3. Heart diseases 

4. Diseases of the respiratory system 

9. Injuries and poisonings 

Source: WHO-WPRO Health Data Bank 1998 Revision 


With regard to economic analyses, in 1993, WHO estimated that, while China 
gained US$ 5 billion in tobacco taxes, the country lost US$ 7.8 billion in 
productivity and additional health care costs. A Study of smoking habits in 
the Minhang district in 1993 showed that smokers spent an average of 60% 
of their personal income and 17% of household income on cigarettes. A 
Study of peasants outside Shanghai found that the average farmer spent 
more on tobacco and rice wine than on grain, pork and fruit. 
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TOBACCO CONTROL MEASURES 


Control of Tobacco Products 
China has passed laws banning tobacco ads in broadcast and print media. 
By 1997, ten cities, including Beijing, had become "Tobacco Advertisement- 
Free Cities”. All tobacco advertisements are required to carry the warning 
"Smoking is dangerous to your health” and are forbidden from encouraging 
youth smoking. Health warnings have to cover about 10% of the 
advertisement’s space. A 1992 law also provides for reduction of tar levels 
and printing of tar content on cigarette packets. Subsequent to the passage 
of these laws, parallel advertising and sponsorship of events has increased. 
In 1995, a National Advertisement Law extended the advertising ban to 
waiting rooms, cinemas and theatres, meeting rooms and sports arenas. 
This law is up for review next year. The Chinese tobacco industry's website, 
www.tobaccochina.com, reported in April 2000 that "Representatives from 
25 large-and medium-sized tobacco enterprises compared notes with officials 
from the Advertisement Supervision and Management Department under the 
State Administration of Industry and Commerce on various aspects of tobacco 
advertisement." 


The minimum age for purchase of tobacco products is 18 years. 


Protection for Nonsmokers 

The 1992 Law also contains provisions for restricting smoking in public places. 
Smoking is banned in many of these areas, and in some workplaces (usually 
because of the fire hazard it poses). Since 1979, smoking has been banned 
on public transport vehicles in some big cities. In 1985, no-smoking sections 
were introduced on trains. All domestic flights have been smoke-free since 
1992. Smoking is banned on Ministry of Health premises, and is partially 
banned in hospitals and health facilities. In 1993, Suzhou issued a regulation 
to prohibit smoking in urban public areas. In 1994, Shanghai declared virtually 
all indoor public places smoke-free, and, as of October 1995, Beijing had 
banned smoking in major public places as well. By the end of 1999, 88 cities 
had issued local regulations banning smoking in public places. 


Unfortunately, the ban on smoking in public areas is not always followed. 
In 1998, it was reported that the minimum fine for smoking in public places 


was only 10 yuan or about US$ 1, less than the cost of a pack of imported 
cigarettes. 


Health Education and Advocacy 


The first central government recommendation for action against tobacco was 


in 1979. Health education campaigns started in the 1980s. In 1986, an 
International Symposium on Smoking and Health was held in Tianjin. It 


was the first time that China had convened as 
ymposium on the health effects 
of smoking. World No-Tobacco Day has been celebrated nationally since 


1988. ] 
: Oe 10th World Conference on Tobacco or Health was held in Beijing 


Various organizations, both public and private, are involved in a number of 
anti-smoking programmes. For example, the Rural Farmers Quitting Project 
is a smoking cessation programme targeting illiterate rural farmers. The 
National Health Education Institute established this project in 1992. Success 
rates were reportedly good while the programme activities were ongoing: 
however, the intervention could not be sustained after the programme ended. 
Smoking cessation programmes have been carried out in a number of settings 
using a combination of Western and traditional interventions. The Chinese 
Association on Smoking and Health (CASH) celebrated its 10th anniversary 
while holding the 9th National Symposium on Smoking and Health in Beijing 
from 7-11 April, 2000. Tongji Medical University, Shanghai Medical University 
and Beijing Medical University have received the International Goethe 
Endowment for Non-Smoking Award. Dr. Chen Minzhang, Minister of Health, 
was awarded the WHO Tobacco or Health Medal during the 10th World No- 
Tobacco Day for his great contribution to tobacco control in China. 


RecCEPTIVENESS TOTHEFCTC 


To a large extent, the success of tobacco control in the world hinges on its 
success in China. While progress has been made, particularly in health 
education and advocacy, greater efforts to strengthen legislation, increase 
price disincentives, and improve implementation of anti-smoking laws are 
necessary to curb the increasing prevalence of tobacco use in the world’s 
most populous country. Many of the tobacco control initiatives are occurring 
at grassroots level, but there is as yet no national policy to guide local tobacco 
control efforts. The pressure to conserve the Government's greatest revenue 
earner needs to be addressed by heightened advocacy to protect the 
population's health and by greater attention to the economic arguments that 
support tobacco control. Given the large number of current smokers, promoting 
evidence-based smoking cessation programmes needs to be emphasized. 
China is the ultimate test case for global tobacco control. External support 
will be critical to augment the domestic anti-smoking movement. 


Preparedness for the FCTC 


= 
Participation in other International 
Health-related Treaties 


National Plan of Action for Tobacco Control 
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COOK ISLANDS 


Tiare maori is acknowledged as 
the national flower of Cook 
Islands. This flower is commonly 
found in other Pacific island 
countries. Photo courtesy of Ms 
Edwina Tangaroa, National Focal 
Person for Tobacco or Health, 
Cook Islands. 


Population 1996 2025 
Total 18 904 28 000 
Adult (15+) 12 514 na 


Health Status, 1993 


Life expectancy at birth 67 (males) 


75 (females) 
Infant Mortality Rate (1996) 11.0 per 1000 live births 


Source: Cook Islands Annual Statistics Bulletin 


GDP per capita, 1995 US$ 5056 


Smoking Prevalence, 1998 
Adults (15+) 


Source: 1998 TOH Questionnaires 


71.1% 56.8% 


TOBACCO PRODUCTION, TRADE AND INDUSTRY 


No tobacco is grown or produced commercially in Cook Islands. In 1997, 
11.9 million cigarettes were imported into the country at a cost of oa 

NZ$ 603 985. This is a decrease from the 1996 figure of 14it4 million 
cigarettes at a cost of NZ$ 685 623. Most imported tobacco is supplied by 
a Samoan factory which is jointly owned by a multinational company and the 


Samoan Government. 


In July 1997, Value Added Tax (VAT) replaced the Private Import Tax (PIT) 


on imported goods. This resulted in an increase in taxes on tobacco from 
10% to 12.5%. 


TOBACCO CONSUMPTION 


The latest data on smoking prevalence are derived from a 1998 Ministry of 
Health survey. While smoking rates have decreased slightly among males, 
a significant increase has occurred among females. This is of particular 
concern and indicates the need for programmes with a special emphasis on 
women. 


Manufactured and “roll-your-own” cigarettes, as well as pipe tobacco, are 
consumed in Cook Islands. All manufactured cigarettes are imported. 


In 1993, the Tutakimoa Lifewise Project revealed that more women smoked 
than men, and that older adults smoked more than younger adults (50% vs. 
38-41%). Female smokers consumed a daily average of 10 cigarettes while 
male smokers consumed an average of 11 cigarettes per day. 


HEALTH COSTS FROM TOBACCO USE 


Tobacco use contributes to three of the five leading causes of death. 


Leading Causes of Death, 1995 


1; Diseases of the circulatory system 

Zz, Malignant neoplasms 

3: Diseases of the respiratory system 

4. Endocrine, nutritional and metabolic diseases 
5 Injuries and poisonings 

Source: WHO-WPRO Health Data Bank, 1998 Revision 


Data collected between 1972 and 1983 revealed that lung cancer among 
male Cook Islanders accounted for 34.9% of all cancers, making it the most 
prevalent cancer in men. 


TOBACCO CONTROL MEASURES 


Control of Tobacco Products 
Tobacco legislation exists but is not uniformly enforced. Sales of tobacco 
products are prohibited to those under 15. Single stick and vending machine 


sales of cigarettes are not allowed. 


No legal requirements exist for maximum acceptable levels of toxic substances 
in cigarettes. Cigarette packets are required to list ingredients and additives 
used in processing tobacco. A single health warning In English is mandatory 
on cigarette packets. The warning should occupy approximately 10% of the 
front surface of the pack, and be situated on the bottom. 


There are no bans on tobacco advertising or sponsorship by tobacco 
companies. 


Protection for Nonsmokers 

A national no-smoking policy covers hospitals, health care facilities, government 
offices and buildings, indoor workplaces and ferries. National legislation 
prohibits smoking in restaurants, and on public transport and domestic flights. 
International flights into and out of Cook Islands are smoke-free, in line with 
International Civil Aviation Organization policy. 


Health Education, Media and Advocacy 

World No-Tobacco Day is celebrated annually. Other health education 
events, such as mass media workshops and school-based campaigns, also 
take place, usually in coordination with the Health Education Unit of the 
Health Ministry. 


RECEPTIVENESS TO THE FCTC 


Cook Islands has begun to augment its tobacco control efforts. The Ministry 
of Health was recently identified as the national coordinating body for anti- 
tobacco activities. A national plan of action for tobacco control still needs 
to be developed. To date, national activities have primarily focused on health 
education and advocacy. The scope of tobacco legislation needs to be 
broadened, and the legislation needs strengthening. NGOs do not as yet 
play a significant role in tobacco control advocacy. 
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Dendrobium 
Population 1996 2025 
Total 772 660 1 161 000 
Adult (15+) 511 500 896 000 
Health Status, 1995-2000 
Life expectancy at birth 70.6 (males) 


74.9 (females) 


Infant Mortality Rate (1996) 21.0 per 1000 live births 


US$ 1554 


i eso 
Adults (15+) Melanesian 59.3% 30.6% 
Adults (15+) Indian 50.5% 13.9% 


Source: 1988 Survey, World Health Statistics Quarterly 


GNP per capita, 1993 


Smoking Prevalence, 1988 


TOBACCO PRODUCTION, TRADE AND INDUSTRY 


Tobacco has been grown commercially in Fiji since the mid-19'" century. 
In 1990, 91 hectares representing 0.1% of total arable land in Fiji, was devoted 
to tobacco cultivation. It is difficult to determine the exact number of farmers 
who grow tobacco. The Ministry of Agriculture, Fisheries and Forests estimates 
that in 1998 there were only 200 tobacco growers in Fiji. In contrast, the 


Central 


Manufacturing Company reports that "...some 500 growers are dependent 
on the industry and receive assistance from it in various forms" 


The Southern Development Company is the major tobacco grower on the 
island. It has diversified into vegetable and fruit growing. Tobacco growers 
are no longer monocultural growers. A polycultural system predominates 
today, with a diverse range of export goods grown. Tobacco generally 
provides 40-50% of the total income of tobacco growers. 


In 1955, a major multinational tobacco company, established the Fiji Tobacco 
Company (FTC) Ltd. and set up the first cigarette and tobacco manufacturing 
factory at Walu Bay in Suva. Another multinational merged with FTC in 1992 
to form the Central Manufacturing Company. This company controls the 
production, manufacture and distribution of cigarettes and tobacco in Fiji 
today. Two cigarette blends are currently manufactured: one with a 30% 
local + 70% imported tobacco leaf blend and another with a 36% local + 64% 
imported tobacco leaf blend. -In 1998, the excise duty for the 30%+70% 
blend amounted to US$ 3 184 164, for the 36%+64% blend, it amounted to 
US$ 22 842 543. 


Importation of tobacco is significant, and cost the country US$ 978 000 in 
1992. Tobacco exports are insignificant, totaling US$ 140 000 (0.3% of total 
exports) in 1990. 


TOBACCO CONSUMPTION 


Prevalence data are available from 1988. Smoking data by gender and 
ethnicity are depicted below: 
(sticks) 


Ethnicity 
[was [Females 


Ethnicity 


Melanesian 


Average Daily Cigarette 
Consumption 


Duration of Smoking 
(pack years) 


Available data show that between 23% to 39% of the Fijian population smoke. 
Gender- and race-specific prevalence data from 1988 is reported in the table 
above. In general, men smoke more than women, and people in rural areas 
smoke more than those in urban areas. 


Previous surveys in 1981 show a much higher prevalence, with 88% of males 
and 50% of females smoking. 


in 1985, a survey of doctors (Singh, 1985) revealed that 23% were smokers. 
By 1991, the prevalence had increased to 26%, and 10% of nurses and 21% 
of teachers were also smokers. A survey in the early 1990s among 
schoolchildren under 18 showed a prevalence rate of 39%. 


It is estimated that 600 million cigarettes are sold in Fiji every year: 1.6 
cigarettes per capita per day. Of these, 46% are bought in the rural area, 
and 30% in the urban area. According to the Bureau of Statistics, the 
estimated per capita consumption in 1993 was 718 cigarettes, or 2 cigarettes 
per day. 


HEALTH COSTS FROM TOBACCO USE 

Smoking contributes to three of the five leading causes of death in Fiji and 
complicates diabetes-related illnesses. The Fiji Ministry of Health estimates 
the cost of smoking to be at least US$ 5 million per year in preventable health 
care costs. 


Leading Causes of Death, 1994 


Diseases of the circulatory system 
Infectious and parasitic diseases 
Neoplasms 

Diseases of the respiratory system 


Endocrine, nutritional and metabolic diseases including 
immune diseases 


oon = 


Source: WHO-WPRO Health Data bank, 1998 Revision 


Between 1972 and 1983, lung cancer accounted for about 8% of all cancers 
among male Fijians. At the 2d South Pacific Workshop on Tobacco and 


Cancer, held in Suva in 1992, it was estimated that 11-13% of all hospitalizations 
in Fiji were directly due to smoking. 


TOBACCO CONTROL MEASURES 


The National Anti-Smoking Society of Fiji was established in 1991 


ys 
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in collaboration with the Ministry of Health and other voluntary agencies. In 
4992, the Fiji Medical Association adopted a resolution calling for stringent 
tobacco control measures. FijiHealth, the intersectoral national Health 
Promotion Council, was established in December 1997. Composed of high- 
level policy-makers including the permanent secretaries of various government 
ministries, executive directors of nongovernmental organizations, and 
representives of institutions of higher learning and religious institutions, the 
Council was formed by the Ministry of Health in recognition of the need for 
coordinated action among key stakeholders to achieve an improvement in 
the health of the Fijian people. This Council established a Tobacco Control 
Action Group in 1999. The members of this group include the National Anti- 
Smoking Society of Fiji, the Fiji School of Medicine and the Fiji Council of 
Social Services. 


Control of Tobacco Products 

In early 1995, the Ministry of Health began finalizing draft legislation for 
tobacco control. The Fiji Tobacco Control Act 1998 came into force on 

9 November, 1999. One week prior to this date, a half-day workshop was 
organized for various stakeholders to inform them about the Act and identify 
strategies for its effective implementation. Tobacco Control Regulations 
have been drafted and will be implemented soon. 


The Fiji Tobacco Control Act prohibits advertising of tobacco products. It 
restricts sponsorship and distribution of free cigarette samples. Cigarette 
sales to persons under 18 are banned. Vending machine sales are limited 
to areas which deny access to young people under 18. 


The Act also covers labelling requirements. Several health messages are 
available; these must occupy at least 20% of the surface of the cigarette 
pack. Warnings are in Fijian and English. Tar and nicotine content must be 
printed on cigarette packets. The level of tar may not exceed 15 mg (ISO 
Standard) and the level of nicotine, 1.5 mg (ISO standard). 


Protection for Nonsmokers 

The Fiji Tobacco Control Act clearly prohibits smoking in enclosed public 
spaces, hospitals and clinics, lifts, public transport, airport terminals, and 
prescribed smoke-free areas, including non-smoking sections of food 
establishments. Airline flights are smoke-free. There is a ban on smoking 
in schools, including the University of the South Pacific. 


In 1999, the Minister of Health declared that all health premises should be 
made "Smoke-free, Yaqona-free and Alcohol-free". 


Health Education, Media and Advocacy 
World No-Tobacco Day is celebrated annually. The National Health Centre 


for Health Promotion of the Ministry of Health organizes activities for this 


yearly event. Additional health education programmes and smoking cessation 
courses are available. 


Various campaigns have been held in the past years. In 1997, the "Winners 
Don't Smoke: Be Smart, Don't Start" Campaign was undertaken by the 
National Centre for Health Promotion to mobilize support for the Tobacco 
Control Bill. The campaign was run again in 1998 during the parliamentary 


sitting on the Tobacco Control Act and in 1999 to support the implementation 
of the Act. 


RECEPTIVENESS TO THE FCTC 


The enactment of Fiji's Tobacco Control Bill is a major step towards tobacco 
control. Other recent developments include the drafting of a 5-year action 
plan on tobacco control by the Tobacco Control Action Group of the National 
Health Promotion Council, and processing of data collected from two surveys: 
the WHO-UNICEF Global Tobacco-Use Survey, and the national adult survey 
the National Health Promotion Council. Fiji needs to sustain and build on 
its current initiatives to continue its progress in limiting the spread of the 
tobacco epidemic. 


Preparedness for the FCTC 


Participation in other International 
Health-related Treaties 


National Plan of Action for Tobacco Control 
National Coordinating Body for Tobacco Control 
= NGOs for Tobacco Control 

c_) Independent Media 
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FRENCH POLYNESIA 


Frangipani 
Population 1995 2025 
Total 220 000 340 000 
Adult (15+) 146 638 na 
Health Status 
Life expectancy at birth, 1990-1995 69.5 (males) 


73.7 (females) 


Infant Mortality Rate, 1995 12.7 per 1000 live births 


GNP per capita, 1995 US$ 14 770 


Smoking Prevalence, 1995 
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Source: 1998 TOH Questionnaire 


TOBACCO PRODUCTION, TRADE AND INDUSTRY 


sia. 
US$ 232 252 
representing 


Tobacco is neither grown nor produced commercially in French Polyne 
In 1997, US$ 167 165 worth of manufactured cigarettes and 
of unmanufactured tobacco were imported into the country, 
increases from the 1995 and 1996 figures. 


Weight of Tobacco Imports, 1995-1997 


146000 
144000 
142000 
140000 
138000 
136000 
134000 
132000 
130000 


Weight in kg 


Source: 1998 TOH Questionnaire 


An ad valorem excise tax of 500-1200% of the retail or factory price is set 
on imported tobacco products. A Value Added Tax (VAT) is also levied on 
retail sales of cigarettes. VAT was raised from 2% in 1998 to 4% in 1999. 


TOBACCO CONSUMPTION 


French Polynesians consume both “roll-your-own” cigarettes (52% of total 
market) and manufactured cigarettes (48%). A total of 137 million cigarettes 
and 145 tonnes of manufactured tobacco were sold in 1997, representing 
increases from tobacco sales in 1995 and 1996. 


Daily Cigarette Consumption, 
Adults, 1995-1997 


> 
© 
o 
— G 
So o 
of 
> 

© 
SD 
oO 


—_—ns— Consumption 


Source: 1998 TOH Questionnaire 


Data from the Ministry of Health's Health Surveillance indicate that smoking 
prevalence for both males and females was 36% in 1995. This represented 
a decrease for males (41% in 1986) but an increase among females (27% 
in 1986). In 1993, 22% of the country’s doctors were smokers. 


According to a 1989 youth survey, 9% of 10-12 year olds, 33% of 14-15 year 
olds and 34% of 17-18 year olds smoked: 16% of the youth indicated that 


they smoked occasionally while 8% reported daily smoking. Updated 
information on youth is not available. 


HEALTH COSTS FROM TOBACCO USE 
Tobacco use contributes to three of the five leading causes of death. 


Leading Causes of Death, 1990-93 


1 Diseases of the circulatory system 

2 Tumours 

2. Symptoms, signs & Ill-defined conditions 
4 Diseases of the respiratory system 

5 Injuries and poisonings 


Source: WHO-WPRO Health Data Bank 1998 Revision 


The Ministry of Health estimates that 12% of deaths among males and 8% 
of deaths among females are attributable to smoking. In 1992, the annual 


cost of smoking-related illness and deaths was approximately 
US$ 8-10 million. 


TOBACCO CONTROL MEASURES 


Control of Tobacco Products 


Tobacco legislation prohibits the sale of cigarettes to persons under 18 years 
of age. Vending machine and single stick cigarette sales, as well as distribution 
of free cigarette samples, are not allowed. 


No legal requirements exist for maximum acceptable levels of toxic substances 
in cigarettes. Cigarette packets are required to list nicotine and tar contents 
Only those health warnings required in the country manufacturing the imported 
tobacco product are mandatory on Cigarette packets. The warning is written 
in the language of the country where the tobacco product comes from. As 


@ result, health warnings are predominantly i 
y in English, whereas the fi 
language of 90% of the population is French. : me 


In 1982, a comprehensive law was passed that included a ban on all advertising 
and promotion of tobacco products. Tobacco sponsorship of cultural and 
sports events is likewise prohibited. However, parallel product advertising 


continues. 


Protection for Nonsmokers 

National legislation provides for smoke-free hospitals, health care facilities, 
schools, government offices and buildings, buses, and air-conditioned cabins 
of ferries. Both domestic and international flights into and out of French 
Polynesia are non-smoking, in line with International Civil Aviation Organization 
policy. No provisions exist for restaurants and taxis. , 


Health Education, Media and Advocacy 

World No-Tobacco Day is celebrated annually. Other health education events 
include mass media campaigns and school-based programmes. Smoking 
cessation programmes are available through nongovernmental or religious 
agencies. The School of Nurses and Midwives incorporates health information 
on tobacco in its curriculum. However, national medical societies have not 
yet issued public statements for tobacco control. 


RECEPTIVENESS TO THE FCTC 


French Polynesia has established certain strategies that reinforce tobacco 
control. The Service d’Alcoologie et de Toxicomanie is the acknowledged 

national coordinating body. However, a comprehensive national policy for 

tobacco control has yet to be developed. Legislation, particularly on health 
warnings and indirect advertising through parallel products, needs to be 


strengthened. Data on smoking prevalence, particularly among youth, require 
updating. 


Preparedness for the FCTC 
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Participation in other International 
Health-related Treaties 


National Plan of Action for Tobacco Control 
National Coordinating Body for Tobacco Control 
NGOs for Tobacco Control 


Independent Media 


Bougainvilla 

Population 1995 1998 2025 
Total 149 300 149 178 217 678 
Adult (15+) 104 510 98 014 na 
Health Status 
Life expectancy at birth (1998) 75 (males) 

80 (females) 
Infant Mortality Rate (1998) 7.9 per 1000 live births 
GNP per capita, 1992 US$ 10 800 


Smoking Prevalence, 1999 


Adults (18+)* 37.7% 


Sources: *1999 Guam Behavioral Risk Factor Survey 
**1997 Guam Youth Risk Behavior Survey 


TOBACCO PRODUCTION, TRADE AND INDUSTRY 


No tobacco is grown in Guam. Tobacco products are imported into the 
Territory. 


TOBACCO CONSUMPTION 


Cigarettes remain the most popular form of tobacco consumed on the island. 
Cigars, chewing and pipe tobacco are also consumed, although to a lesser 
extent. 


The 1999 Guam Behavioral Risk Factor Survey of adults of 18 years and 
older revealed an overall smoking prevalence of 37.7% among males and 
26.9% among females. It also showed that 52.9% of all smokers consumed 
< 1 pack per day, while 10.4% used up >2 packs per day. Among ethnic 
groups, Japanese (100%) and Koreans (100%) had the highest rates of 
smoking. All of the African-American, Chinese and Micronesian smokers 
surveyed consumed less than a pack of cigarettes daily, while 38% of 
Caucasians smoked 1-2 packs per day. Adults aged 25-29 had the highest 
smoking prevalence (42.5%) while 16.9% of males and 8.8% of females 
surveyed were ex-smokers. 


In 1997, the Guam Youth Risk Behavior Survey demonstrated a prevalence 
of 48% among the island's young people, up from 39% in 1996 and 31% in 
1989. Tobacco is the second most used substance among youth on Guam. 
Both boys and girls are introduced to and begin using tobacco between the 
ages of 10 and 12. 


HEALTH COSTS FROM TOBACCO USE 


Smoking contributes to three of the five leading causes of death and 
complicates diabetes-related illnesses. 


Leading Causes of Death, 1999 
ee 
1. Diseases of the heart 

2. Malignant neoplasms 

3. Cerebrovascular disease 

4. Diabetes mellitus 


5. Suicide a 
Source: Dept. of Public Health and Social Services 


The Guam Office of Vital Statistics states that "cancer remains one of the 
top killers, averaging 93 deaths annually from 1994 to 1998". According to 
the American Cancer Society-Guam Branch, 85% and 75% of lung cancer 
cases among men and women, respectively, are attributable to cigarette 
smoking, about 83% overall. 


TOBACCO CONTROL MEASURES 


in 1999, the Department of Public Health and Social Services of Guam 
submitted a proposal to the United States Centers for Disease Control and 
Prevention (CDC) entitled "Guam Tobacco Prevention and Control Grant 
Proposal". This document contains a comprehensive tobacco control 
programme, utilizing several WHO-recommended strategies for decreasing 
the prevalence of tobacco use. Establishment and implementation are 
ongoing, following approval by CDC in September 1999. 


Control of Tobacco Products 

Tobacco sales to minors under 18 were prohibited by law in 1991. The 
Tobacco Control Act of 1998 amended this law, created separate licensing 
requirements for the wholesale and retail sales of tobacco and tobacco 
products and established more restrictive guidelines for the sales of tobacco, 
particularly to minors. The Act contains a provision for 100% of fines and 
fees collected to fund youth-oriented health and educational programmes. 


By 1987, consistent with United States law, tobacco advertising was banned 
on television. ‘By 1993, no tobacco ads could be aired over radio. Health 
warnings are mandatory, as stipulated by federal law. 


In 1991, taxes on cigarettes constituted 4.5% of the pack price. This generated 
US$ 683 000 in revenues, making up 6.5% of the total budget. In 1993, 
increased taxes on tobacco and cigarettes were earmarked for educational 
programmes. 


Protection for Nonsmokers 
Guam's Clean Indoor Air Act, which became law in October 1992, prohibits 
smoking in all enclosed public places and exhorts employers to provide 


smoke-free areas for non-smoking employees. All airline flights became 
smoke-free in 1994. 


Health Education, Media and Advocacy 

World No-Tobacco Day is celebrated annually. Additional health education 
programmes and smoking cessation courses are available. The American 
Cancer Society, the Guam Advocates for Smoking Prevention (GASP) and 


the Seventh Day Adventists are among the NGOs active in tobacco control 
education and advocacy. 


In 1990, the Department of Education incorporated anti-tobacco information 
into the curriculum from Kindergarten to Grade 12. 
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RECEPTIVENESS TO THE FCTC 


Guam has initiated substantial efforts to establish a tobacco control programme. 
A stronger taxation structure and sustained funding support for the Guam 


Tobacco Control and Prevention Programme will be critical 


to bolster tobacco 


control efforts. Innovative education and advocacy strategies will help to 


supplement ongoing anti-smoking initiatives. 


Preparedness for the FCTC 


Participation in other International 
Health-related Treaties 


@ ational Plan of Action for Tobacco Control 
National Coordinating Body for Tobacco Control 
z NGOs for Tobacco Control 


5 Independent Media 


HONG KONG 


Population 
Total 
Adult (15+) 


Health Status 
Life expectancy at birth (1998) 


Infant Mortality Rate (1998) 


GDP per capita, 1998 


Smoking Prevalence, 1998 


Adults (20+) 
Youth (15-19) 


Hong Kong Slipper Orchid 
(Paphiopedilum purpuratum). 
Photo courtesy of Drs Thomas 
Chung and Gareth Au Tak-kwong, 
Hong Kong's National Focal 
Person for Tobacco or Health. 


1995 1998 2016 

6 311 000 6 687 200 8 250 900 
5 138 221 5 523 700 7 063 500 
77.2 (males) 

82.6 (females) 


3.2 per 1000 live births 


US$ 24 483 


Source: Hong Kong Department of Health, 2000 


TOBACCO PRODUCTION, TRADE AND INDUSTRY 


Hong Kong does not grow tobacco, but it serves as a transit and processing 
station for cigarettes destined for other countries in Asia. pels 
unmanufactured tobacco is processed in Hong Kong and exported as 


cigarettes, mostly to China. 


In 1998, 12 387 634 000 cigarettes worth HK$ 1 197 300 000 and 445 107 
kgs. of unmanufactured tobacco worth HK$ 2.5 million were produced in 
Hong Kong for export. 


Tobacco imports into Hong Kong in 1998 totalled 27 520 361 000 manufactured 
cigarettes worth HK$ 4 571 000 000 and 18 380 043 kg. of unmanufactured 
tobacco worth HK$ 560 700 000. This was a considerable decrease from 
1997, when 29 800 501 000 pieces worth HK$ 5 754 000 000 were brought 
into Hong Kong. Importation of unmanufactured tobacco also decreased from 
1997, when 26 145 005 kg. worth HK$ 1 045 000 000 were brought in. 


The number of persons engaged in tobacco manufacturing has decreased 
slightly compared with previous years. A total of 648 individuals worked in 
the tobacco manufacturing industry in 1999, compared with 758 in 1998 and 


1064 in 1997. The number of individuals engaged in tobacco retailing 
decreased from 309 in 1998 to 224 in 1999. 


TOBACCO CONSUMPTION 


The predominant form of tobacco consumed in Hong Kong is manufactured 
cigarettes. 


Chinese prepared tobacco 


*Source: HK Customs and Excise Department Records, 1998 


j tion of tobacco 
Smokeless tobacco was banned in 1987. Per capita consump 
increased from 13 cigarettes per day in 1993 to 16 cigarettes per day in 1998. 


Overall, Hong Kong has one of the lowest prevalence rates of tobacco use 
in the world. Prevalence data on tobacco use from the 1998 General 
Household Survey, conducted by the Census and Statistics epee zs 
indicate a slight increase in daily smokers among men, from 26.7% i 


« 
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to 27.1% in 1998. However, among women, the trend had reversed, with a 
decrease in daily smokers from 3.1% in 1996 to 2.9% in 1998. 


Smoking Prevalence Among 
Adults (20+), 1993-1998 
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Source: 1998 General Household Survey 


Among youth aged 15-19, the smoking prevalence rate decreased among 
boys, from 5.9% (1996) to 4.2% (1998). There was no change for smoking 
among girls, with a prevalence rate of 1.3% for both 1996 and 1998. 


Smoking Prevalence Among 
Youth (15-19), 1993-1998 


Percentage 


1996 
Years 


In 1998, 3.8% of the total population of Hong Kong were ex-smokers. 


HEALTH COSTS FROM TOBACCO USE 


There are no current studies on the proportion of mortality and morbidity 
attributable to smoking. Tobacco is a contributing factor for four of the five 
leading causes of death. 


Leading Causes of Death, 1998 

pit 
1. Malignant neoplasms 

2 Heart diseases, including hypertensive heart disease 

3. Pneumonia, all forms 

4. Cerebrovascular diseases 


5. Injuries and poisonings 


Source: WHO-WPRO Health Data Bank, 1998 Revision 


TOBACCO CONTROL MEASURES 


Hong Kong's tobacco control programme is one of the most comprehensive 
in the Region. The Health and Welfare Bureau is the national coordinating 
organization for tobacco control. Nongovernmental organizations and the 
community are equally active in promoting tobacco control. The Council on 
Smoking and Health (COSH), founded in 1987, is an independent statutory 
body that educates the public on the health hazards of smoking and acts in 
an advisory capacity to the Government. COSH received HK$ 5 953 000 in 
government support for 1997-1998. 


Control of Tobacco Products 

The Hong Kong Government strictly controls the sale and advertisement of 
tobacco products. The minimum age for purchase of cigarettes is set at 18. 
Smokeless tobacco was banned in 1987. Vending machine sales and single 
stick sales are prohibited. 


Legislation bans advertising of tobacco products on radio, television, the 
Internet and film, and in printed publications. The ban on tobacco advertising 
in printed publications came into effect on 31 December, 1999. Outdoor and 
indirect advertising are also banned. 


Maximum levels of tar in cigarettes are set by law at 17 mg. Cigarette packets 
are required to list the tar group designation of the cigarettes they contain. 
By the middle of 2000, stricter requirements mandating the printing of tar and 
nicotine yields on cigarette packets will come into operation. 


Health warnings on cigarette packets are mandatory. The warnings must 
take up not less than 20% of the two largest surfaces of the packet. Cigarette 
manufacturers cannot print warnings across any portion which is removed 
when the packet is opened. A more Stringent requirement for health warnings 
to be printed in black and white and situated on the top of cigarette packets 
will take effect by the middle of 2000. 


Cigarette excise tax is HK$ 766 for every 1000 pieces, while cigars are taxed 
at HK$ 986/kg. Chinese prepared tobacco is taxed at HK$ 188/kg. 


Protection for Nonsmokers 

International flights in and out of Hong Kong are smoke-free, in line with 
recommended International Civil Aviation Organization Policy. Cathay Airlines 
received the WHO TOH Medal in 1994 for its non-smoking policy. Smoking 
is also banned in all forms of mass transport. 


Voluntary agreements cover some smoke-free workplaces. Since July 1999, 
all restaurants with indoor seating for more than 200 persons have been 
required to designate at least one-third of their total floor area as a non- 
smoking section. Smoking is prohibited in government offices and hospitals 
through administrative measures. 


Health Education, Media and Advocacy 
Hong Kong started celebrating "No-Smoking Day” in 1984. This has been 
superseded by WHO's World No-Tobacco Day. 


Health education programmes are organized by both the public and private 
sectors. Volunteers receive training in tobacco control education and advocacy. 
Information on tobacco's effects on health, training in smoking cessation 
and information on advocacy and government action against tobacco are 
included in the medical curriculum of Hong Kong's medical schools. 


Smoking cessation programmes are available through hospitals, health care 
agencies, NGOs and cancer prevention/health promotion groups. 


RECEPTIVENESS TO THE FCTC 


Hong Kong's tobacco control programme is among the strongest within the 
Region. The designated national coordinating body for tobacco control 

activities, the Health and Welfare Bureau, is aided by NGOs that are active 
in promoting smoke-free policies and education. The National Plan of Sree 
for tobacco control is in place and contains the critical elements to effectively 


limit the demand for tobacco. Legislation banning tobacco advertising covers 
almost all forms of mass media. The influence of the transnational tobacco 
companies with regional offices in Hong Kong on public debate regarding 
smoking issues may potentially be significant and should be considered. 
Overall, however, Hong Kong's receptiveness to the FCTC ranks high within 
the Western Pacific Region. 


Preparedness for the FCTC 


SSS 


Participation in other International 
Health-related Treaties 


National Plan of Action for Tobacco Control 


National Coordinating Body for Tobacco Control 


cos for Tobacco Control 
s Independent Media 


JAPAN 


Neofinetia 
Population 1995 2016 
Total 124 298 950 120 913 000 
Adult (15+) 104 535 420 105 100 000 


Health Status 
Life expectancy at birth (1995) 76.4 (males) 
82.8 (females) 


Infant Mortality Rate (1995) 4.3 per 1000 live births 


GDP per capita, 1995 US$ 32 400 


Smoking Prevalence, 1996-97 


[wine [Foie 


Youth (13-18) 1997 7.5-36.9% 3.8-15.6% 


Sources: National Nutrition Survey, Nationwide Survey on Youth Smoking 


TOBACCO PRODUCTION, TRADE AND INDUSTRY 


In 1997, 26 000 hectares were used to grow tobacco, down from 27 300 in 


1993. The Japanese Government does not subsidize tobacco farmers. 


The Japan Tariff Association reported that 12 469 207 kg. of tobacco were 


exported from Japan in 1997. The value was estimated at ¥ 32 927 151 
thousand (US$ 274 458.27). This represented a sizable increase from 1996. 
when 11 784 678 kg. of tobacco worth ¥ 26 433 661 thousand 

(US$ 220 332.97) were exported. 


Tobacco imports into Japan in 1997 totalled 77 825 336 kg. of manufactured 
cigarettes worth ¥ 235 386 941 thousand yen (US$ 1 962 025.00) and 

98 405 588 kg. of unmanufactured tobacco worth ¥ 66 662 003 thousand 
(US$ 555 649.00). Amounts of imported cigarettes and unmanufactured 
tobacco represented increases from 1996 levels. 


Weight (kg.) of Imported Tobacco, 1994-1997 
—@— Cigarettes- 

1.60E+08 7 Weight 
1.40E+08 ————e —— Tobacco- 
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Source: 1998 TOH Questionnaire 


The number of persons engaged in tobacco farming and manufacturing has 
decreased slightly compared with previous years. In 1998, there were 25 
788 tobacco farmers, compared with 27 270 the previous year. A total of 
20 834 individuals worked in the tobacco manufacturing industry in 1998, 
compared with 22 160 in 1997 and 22 625 in 1996. The number of individuals 
engaged in tobacco retailing increased from 291 750 in 1996 to 293 781 in 
1997. 


The State Monopoly was established in 1904, “privatized” in 1985 with “= 
Finance Ministry owning 100% of the stock, and internationalized in 1992 
and 1999 with the purchase of overseas tobacco companies. The Government 
sold one-third of its 100% shares in the company in 1994, retaining the other 


two-thirds. 


TOBACCO CONSUMPTION 


Most tobacco consumed in Japan is in the form of either cigarettes or cigars. 
Pipe and cutting (Kizami) tobacco are also used. The five most popular 
brands of cigarettes are all domestically produced. 


A total of 328 000 million cigarettes were sold in Japan in 1997. This was 
lower than the previous year's figure of 348 300 million cigarettes. 


There has been a marked reduction in male smoking since the early 1980s. 
However, there has not been a demonstrable change in tobacco use rates 
among Japanese adults over the past six years. 


Smoking Prevalence Among 
Adults (20+), 1990-1996 
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Source: 1998 TOH Questionnaire 


Data from the 1996 National Nutrition Survey indicated that 51% of adult 
males and 9.8% of adult females were smokers and approximately 10% of 
the adult population were former smokers. Among adolescents, data from 
the 1997 Nationwide Survey on Youth Smoking revealed that tobacco use 
among boys aged 13-18 ranged from 7.5% to 36.9%. Among similarly aged 
girls, the rate of smoking ranged from 3.8-15.4%. A study by Nomura in 


1991 demonstrated a smoking prevalence of 44% am “ai 
among mal 
and 25.6% among female nurses. 0 g male physicians 


HEALTH COSTS FROM TOBACCO USE 


In 1995, Peto and Lopez estimated that 12.5% of all deaths in Japan were 
attributable to smoking. Tobacco may be a contributing factor for four of the 
five leading causes of death. 


Leading Causes of Death, 1994 
1. Malignant neoplasms 

2. Heart diseases 

3. Cerebrovascular diseases 

4. Pneumonia and bronchitis 


5. Accidents and adverse events 


Source: WHO-WPRO Health Data Bank, 1998 Revision 


Since 1998, lung cancer has been the leading cancer in Japan, with more 
than 50 000 deaths per year. In 1993, the estimated direct medical cost of 
tobacco-related illness was 120 million yen (US$ 1 000 238.15), representing 
5% of all medical costs for the country. The total cost to society of tobacco- 
related death and morbidity was approximately ¥ 400 million 

(US$ 3 334 127.17) 


TOBACCO CONTROL MEASURES 


Japan has recently begun to augment its tobacco control activities. The 
Council on Tobacco Control is the national coordinating organization for 
tobacco control. It is composed of both NGO and government representatives. 
Other key national organizations working on tobacco control issues include 
the National Cancer Centre and the National Institute of Public Health. Until 
recently, most successes in tobacco control have resulted from ad hoc 
activities rather than coordinated national action. A major impediment is the 
1984 Tobacco Business Law, which includes a mandate "to promote the 
sound development of the Japanese tobacco industry”. 


Control of Tobacco Products 
Sales of tobacco products to minors under the age of 20 have been banned 
since 1900. Vending machine sales are allowed, however, enabling young 


people to have ready access to cigarettes. An estimated 500 000+ vending 
machines sell cigarettes. 


en the tobacco industry has voluntarily restricted advertising on 
lll radio and the Internet. There are no national bans on advertising 
indirect promotion and sponsorship of events by tobacco companies. | 


No tar or nicotine limits are set by the Government. However, tar and nicotine 
yields are required on cigarette packets. Health warnings are mandatory by 
law, and must be written in Japanese. 


In 1995, taxes constituted 60% of the retail price of cigarettes. Taxes on 
tobacco and tobacco products include excise taxes at ¥ 6252 per 1000 
cigarettes and an ad valorem tax at a rate of 5%. An additional 5% retail tax 
is levied on cigarettes at the point of sale. No portion of these taxes is 
channelled towards tobacco control activities. 


Protection for Nonsmokers 

International flights into and out of Japan on Japan Air Lines and Air Nippon 
Airlines are smoke-free, in line with recommended International Civil Aviation 
Organization Policy. 


Since 1989, smoking has been banned on the Tokyo underground rail system. 
The Fire Prevention Act of 1920 forbids smoking inside commuting vehicles 
and cinemas. Smoking in urban buses and trams is not allowed. Increasing 
numbers of taxicab operators have voluntarily designated their taxis as 
smoke-free. 


The Government has published guidelines for partial restrictions on smoking 
in enclosed public places (Ministry of Health and Welfare), workplaces 
(Ministry of Labour) and public areas in workplaces (Personnel Affairs Agency). 
The Tokyo Metropolitan Government is considering plans for smoking 
restrictions within public spaces. However, there are no national regulations 
to ensure smoke-free public areas. Few restaurants offer smoke-free dining. 


Health Education, Media and Advocacy 


World No-Tobacco Day has been celebrated annually since 1991. Health 
education on smoking has been provided in junior high schools since 1993. 
Lectures on tobacco, alcohol and drugs are incorporated into school curricula. 
Health education is also provided after cancer screening programmes by 
municipal health facilities. The "No Smoking" CD-ROM is an innovative 
educational programme in an interactive, computer-based format that should 
appeal to children and youth. Its impact on smoking behavior !s being 
monitored. 


Smoking cessation programmes are available through hospitals, health care 
agencies, NGOs and cancer prevention/health promotion groups. 


RECEPTIVENESS TO THE FCTC 


The Government's majority share in the tobacco industry is a significant factor 
to consider when assessing Japan's likelihood to vote for the FCTC. 

Encouraging developments include the designation of a national coordinating 
body for tobacco control and the adoption of the National Plan of Action on 
Tobacco or Health in 1995. A number of NGOs have been active in education 
and advocacy to control tobacco use. As the Japanese population ages, the 
rising costs, both direct and indirect, due to chronic illness and disability from 
smoking may persuade the Government to strengthen tobacco control efforts. 


Preparedness for the FCTC 


Participation in other International 
Health-related Treaties 


National Coordinating Body for Tobacco Control 


National Plan of Action for Tobacco Control 


B cos for Tobacco Control 


Independent Media 


KIRIBATI 


Frangipani 
Population 1995 2025 
Total 77 800 144 000 
Adult (15+) 41 460 na 
Health Status, 1995 
Life expectancy at birth 62 (males) 


67 (females) 


Infant Mortality Rate 65 per 1000 live births 


GDP per capita, 1994 US$ 740 


Smoking Prevalence, 1999 


Adults (16+) 56.5% 32.3% 


Total 
Source: Hypertension and Diabetic Survey on South Tarawa and Betio, 
1999, Dr Airam K. Metai, Director of Public Health Services and Kinbati 
National Focal Person for Tobacco or Health, (*Note: Open survey of 7304 
adults on South Tarawa and Betio; figures may not necessarily represent 
smoking prevalence of the entire population) 


TOBACCO PRODUCTION, TRADE AND INDUSTRY 


Kiribati imports tobacco and subsequently exports a limited amount to em 
Data from a 1994 report, Economics of Tobacco Import and Consump ion 
in South Tarawa, indicate that the value of imported tobacco increases 


yearly. One importer reportedly saw an increase in the value of tobacco 
imports from AU$ 62 536 in 1992 to AU$ 262 044 in 1993 and AU$ 524 711 
in 1994. However, data on production and trade are limited. AU$ 12.00 is 
levied as excise tax on every 1000 Cigarettes imported into Kiribati. 


TOBACCO CONSUMPTION 


In both 1981 and 1994, data showed that tobacco use among adults was 
high. Although no national prevalence survey has been done, smoking is 
widespread among both men and women, with some islands having estimated 
rates of 80% for men and more than 50% for women. 


The 1981 data revealed that an estimated 88% of urban men and 84% of 
rural men were smokers. Prevalence of smoking among urban women was 
74%, while among rural women it was 66%. These rates appear to be the 
highest for women within the Western Pacific Region. Data on smoking 
prevalence among children and youth are unavailable. 


A 1994 survey of four villages in Kiribati revealed a smoking prevalence of 
55-63% among males and 37-45% among females. In this survey, 2% of 
the 212 households surveyed had smokers aged 10 or younger. Forty-two 
percent of the smokers were teenagers and young adults aged 16-20. 


The most recent survey collecting information on smoking prevalence was 
completed in 1999. The Hypertension and Diabetic Survey on South Tarawa 
and Betio was an open survey of 7304 adults. Results indicated an overall 
smoking prevalence of 42%. However, these figures may not be representative 
of the entire population. 


Tobacco is used in a variety of forms; the most popular include manufactured 
cigarettes and "roll-your-own" cigars. In smoking households, the average 
expenditure on tobacco is AU$1000 per year. 


HEALTH COSTS FROM TOBACCO USE 


There are no studies available to estimate the impact of tobacco use on 
mortality and morbidity. However, tobacco is a contributing factor for two of 
the five leading causes of death. 


Leading Causes of Death, 1991-1999 
4. Cardiovascular diseases 

2. Perinatal period deaths 

3. Liver diseases 

4. Intestinal infectious diseases 


5. Diseases of the respiratory system 
Source: Ministry of Health through the CLO's Office, 2000 


The 1999 Hypertension and Diabetic Survey indicated that smokers were 
more likely to be sick and to be admitted to the hospital than nonsmokers. 


TOBACCO CONTROL MEASURES 


At the present time, Kiribati has no national policy on tobacco control. 
Tobacco control efforts remain modest, and have only begun since 1997. 


Control of Tobacco Products 
There are no restrictions on the sale of tobacco products. There are no bans 
on tobacco advertising or promotion or on sales of smokeless tobacco. 


Maximum levels of toxic substances in cigarettes are not set by law. Health 
warnings are not required on cigarette packets. When placed voluntarily by 
the manufacturers, the warnings occupy less than 10% of the front of the 
cigarette packet. 


Protection for Nonsmokers 


International and domestic flights into and out of Kiribati on Air Nauru and 
Air Marshall Islands are smoke-free. 


Smoking has been banned by regulation in the hospital, although the ban is 
not fully enforced. There is no legislation banning smoking in health facilities, 
government buildings and enclosed public spaces. 


Health Education, Media and Advocacy 
To date, Kiribati's tobacco control efforts have focused on public education 
in villages. World No-Tobacco Day is celebrated annually. Doctors have 


yet to become involved in tobacco control activities although the Mini 
| e Ministry of 
Health is keen to support efforts to promote health. : . 


RECEPTIVENESS TO THE FCTC 


sep Kiribati Nas been actively involved in other international treaties, such 
as the International Code of Marketing of Breast-milk Substitutes, the country 
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needs to build capacity for tobacco control. A national policy on tobacco 
control, consistent with the Regional Plan of Action, has yet to be developed. 
The designation of a national coordinating body for tobacco control may help 
to hasten tobacco control activities in the country. Much needs to be done 
in the following areas: legislation, data collection and research; media and 
advocacy; and intersectoral collaboration. 


Preparedness for the FCTC 


s 


Participation in other International 
Health-related Treaties 


National Plan of Action for Tobacco Control 
‘National Coordinating Body for Tobacco Control 
NGOs for Tobacco Control 


Independent Media 


LAO PEOPLE’S 
DEMOCRATIC REPUBLIC 


>. 
Dendrobium 
Population 1995 2025 
Total 4 581 260 9 688 000 
Adult (15+) 2 570 086 6 475 000 
Health Status 
Life expectancy at birth (1995) 49.8 (males) 


2.3 (females) 


Infant Mortality Rate (1995) 104 per 1000 live births 


GDP per capita, 1996 US$ 370 


Smoking Prevalence, estimates 


Source: 1995 Pilot Study, Vientaine 


TOBACCO PRODUCTION, TRADE AND INDUSTRY 


Tobacco is listed as the third most important agricultural crop in Lao People’s 
Democratic Republic. In 1997, it was reported that 7500 hectares of arable 
land were devoted to tobacco, producing 1 600 tonnes of tobacco leaf. 


Currently, there is only one tobacco/cigarette manufacturer in Lao People’s 


Democratic Republic. The factory obtains its raw material from approximately 
1000 villages along the Mekhong and reportedly produced 49.3 million packs 
of cigarettes in 1996, and 47.8 million packs in 1997. The value of tobacco 


and tobacco products exported annually is estimated at US$ 800 000 each 
year. 


In addition to the local manufacturer there are three importing tobacco 
companies that have extended their sales operations to the whole country. 
A total of 742 individuals were employed full-time by the tobacco industry in 
1995. In 1996, import costs amounted to US$ 1 532 842. Government tax 
on tobacco is more than 8.5 billion Kip (US$ 2 million) each year. 


In 1999, the cost of a local pack of 20 cigarettes ranged from 2000-4000 kip 
(US 27-55 cents), while imported cigarettes were selling at 7000-9000 kip 
(US$ 0.95-1.23) per pack, roughly equivalent to the cost of one meal. 


TOBACCO CONSUMPTION 


Cigarettes are by far the most popular type of tobacco product consumed. 
Pipe tobacco is used by 2-3% of consumers. 


No national prevalence surveys have been done as yet. The Ministry of 
Health estimates that 25% of urban males and 60% of rural males smoke, 
while among females the rates are believed to be 1.5% among urban women 
and 30% among rural women. However, prevalence could be as high as 70- 
90% among certain minority groups in certain rural areas. Data are available 
from several smaller surveys. 


In 1995, a pilot study done in Vientaine involved 183 participants. Thirty- 
eight per cent of the total number surveyed were smokers, with a rate of 41% 
among males and 15% among females. Of these smokers, 32% smoked 
more than 10 cigarettes per day, 32% smoked between 6 and 9 cigarettes 
per day and 36% smoked 5 or fewer cigarettes per day. Sixty-six per cent 
had started smoking after the age of 20. Ninety-eight per cent of both smokers 
and non-smokers believed that smoking was harmful. 


In 1996, a survey was carried out among the staff of four hospitals. The 
response rate was 58% (482 respondents out of 830). The prevalence of 
smoking was 53.2% among the medical staff, 32.4% among the nurses and 
14.4% among support staff. Forty-four per cent had started smoking after 
the age of 16. Peer influence was cited by 64.5% of the smokers as the main 


reason for taking up the habit. 


A youth survey in 1997 among 726 students in 10 schools in Vientaine 
revealed that 83.8% had at least 1 smoker in their families and 43.2% of all 
respondents aged 11-14 had tried smoking. 


HEALTH COSTS FROM TOBACCO USE 


There are no studies assessing the impact of tobacco use on health. Tobacco 
is a contributing factor for the second leading cause of death. 


Leading Causes of Death, 1996 


1. Malaria 

2. Pneumonia 

3. Diarrhoea 

4. Meningitis 

5. Haemorrhagic fever 


Ce LS SS allt decal ee nn 
Source: WHO-WPRO Health Data Bank, 1998 Revision 


TOBACCO CONTROL MEASURES 


Tobacco control activities began in 1993. Tobacco control was included 
under the Health Promotion and Protection area and came under the 
responsibility of the Center for Information and Education for Health (CIEH). 
In 1995, the Ministry of Health established the Committee for Tobacco or 
Health under the CIEH. The CIEH drafted a national policy on tobacco 
contro!. A second draft policy was produced in 1998 which included 
recommendations to increase the tax levied on tobacco and tobacco products, 
ban tobacco advertising, promote smoke-free public areas, mandate health 
warnings on all cigarette packets, restrict tobacco sales to minors, and 
incorporate health education on the dangers of smoking in the curricula of 
schools, colleges and universities. 


Control of Tobacco Products 


There is a ban on sales of tobacco to persons under the age of 18. There 
are bans on advertising in print media and on radio and television, as well 
as On indirect product promotions. However, there are no restrictions on 
sponsorship of activities by the tobacco industry. 


Maximum allowable levels of toxic substances in cigarettes are not set by 
law. Health warnings are placed voluntarily by the manufacturers of imported 


tobacco products. Legislation written in 1999 mandates health warnings on 
packets of domestically produced cigarettes. 
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Protection for Nonsmokers 
There are some regulations for smoke-free areas in hospitals and health 


facilities, government offices and buildings, indoor workplaces and public 
transport. Partial bans on domestic and international flights exist. 


Health Education, Media and Advocacy 

News articles about the hazards of smoking are published regularly and 
presented on radio and television. World No-Tobacco Day has been celebrated 
annually since 1988. Recent celebrations have involved participation by 
government representatives, NGOs, medical institutes and schools. 
Educational programmes on tobacco are integrated into other health promotion 
and health education activities. : 


RECEPTIVENESS TO THE FCTC 


Lao Democratic Republic has begun the groundwork for a national tobacco 
control programme. A coordinating body is in place to oversee tobacco control 
efforts, and a national plan of action is available to guide countrywide 
strategies. Educational and advocacy programmes are underway, with 
participation from both the Government and the private sector, as well as 
NGOs. The taxation structure for tobacco products needs to be strengthened. 
Laws need to be fortified and consistently implemented. Technical capacity- 
building is still needed. While much remains to be accomplished, the 
momentum towards tobacco control has begun. 


Preparedness for the FCTC 


Participation in other International 


Health-related Treaties 


National Plan of Action for Tobacco Control 


National Coordinating Body for Tobacco Control 


NGOs for Tobacco Control 


Independent Media 


MACAO 


Paphiopedilum 
Population 1997 2025 
Total 422 046 546 000 
Adult (15+) 317 149 na 


Health Status 
Life expectancy at birth (1995-1997) 75.11 (males) 
79.98 (females) 
Infant Mortality Rate (1997) 5.4 per 1000 live births 


GDP per capita, 1995 US$ 18 104 
Smoking Prevalence, 1997 


es ee 
Adults (16+) 31.58% 4.18% 


Source: Tobacco Use Survey, Macao Health Department 


TOBACCO PRODUCTION, TRADE AND INDUSTRY 


No tobacco is grown in Macao. Tobacco is imported and manufactured into 
cigarettes. These cigarettes are consumed locally or exported, mainly to 
China. Smuggling remains a problem. 


In 1997, 1 794 002 kg. of manufactured cigarettes worth US$ 43 719 625 


were imported into Macao. During the same year, 68 099 kg of 
unmanufactured tobacco worth US$ 187 500 were brought in. In turn, 1 


010 584 kgs of manufactured cigarettes were exported at a value of 
US$ 12 679 500. i ‘ 


Value of Imported Cigarettes and Tobacco 
(MOP 1000) 
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Source: Data from Economic Services of Macao, 1998 


A tobacco excise tax of US$ 6.25 (MOP 50) is levied for every 1000 cigarettes 
US$ 0.25 (MOP 2) is assessed for every kilogram of unmanufactured tobacco 
and US$ 0.25 (MOP 2) is assessed for each ounce of pipe tobacco, cigars 
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and cheroots. No other taxes are levied on tobacco or tobacco products. 


TOBACCO CONSUMPTION. 


Manufactured cigarettes are the predominant form of tobacco consumed. 
Filter-tipped cigarettes comprise 97% and unfiltered cigarettes account for 
2% of all tobacco products used. Other less frequently encountered tobacco 
products include "roll-your-own" tobacco and cigars or cigarillos. 


The latest Tobacco Use Survey by the Macao Health Department revealed 
a smoking prevalence of 31.58% among men and 4.18% among women, for 
a total adult prevalence of 17.35%. Nearly 10% of the adult male population 
and 0.52% of the adult female population are former smokers. 


There are no data on tobacco use among youth. Among physicians and 
nurses, 28.4% of doctors and 19.9% of nurses smoke. 


In 1997, 1 272 600 000 cigarettes were sold. The estimated daily per capita 
consumption of cigarettes in 1995 was 9.7, up from 7.4 in 1994. 


HEALTH COSTS FROM TOBACCO USE 


There are no studies available to estimate the impact of tobacco use on 
mortality and morbidity. However, tobacco is a likely contributing factor for 
three of the five leading causes of death. 


Leading Causes of Death, 1997 


1. Ischaemic heart disease 
2. Cerebrovascular disease 


3. Cancers of the lung, trachea and bronchus 
4. Undefined symptoms and signs 
9. Nephritis, nephrotic syndrome and nephrosis 


Source: Statistics Department, Macao 


TOBACCO CONTROL MEASURES 


At the present time, Macao has no 
overall policy on tobacco c 
tobacco control efforts remain modest. ii ene 


Control of Tobacco Products 


roe of cigarettes are restricted to those aged 18 and older. There are no 
$ on sales of single sticks of cigarettes, sales through vending machines 
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mail order or the Internet, or sales of smokeless tobacco. There are no 
restrictions on the distribution of free cigarette samples. 


in 1989, the Legislative Assembly passed a law banning all tobacco and 
alcohol advertisements on television and radio. However, this was lifted 
immediately, before it could be imposed, following an appeal by the Governor 
whose argument was that 60% of revenue came from tobacco advertising. 
The law was subsequently reinstated. Bans on tobacco advertising in print 
media, billboards and outdoor advertising were introduced in January 1999. 
Over-the-counter commercial information is still allowed, with certain limitations. 
Sponsorship of events by tobacco companies, and indirect advertising, are 
allowed. 


Maximum levels of toxic substances in cigarettes are set by law at 20 mg for 
tar and 1.5 mg for nicotine. Cigarette packets are not required to list ingredients 
and additives used in processing the tobacco. 


Health warnings are required on cigarette packets. By law, the warnings 
must occupy 20% of the whole surface of the cigarette packet. Warning 
messages on imported cigarette packets are accepted. Most of the warning 
messages are in Chinese or English. 


Protection for Nonsmokers 

Smoking is banned in hospitals, health facilities, designated public areas in 
government buildings, schools, workplaces that contain flammable products, 
enclosed public spaces with electronic equipment, cinemas, theatres, . 
museums, libraries, auditoriums, art galleries and public meeting rooms. 
The no-smoking rule also applies to buses, taxis and ferries. All flights into 
and out of Macao on Air Macao are smoke-free. 


Health Education, Media and Advocacy 

World No-Tobacco Day is celebrated annually by the Macao Health 
Department. Educational and health promotional programmes are mostly 
school-based. The Smoking Abstention and Good Health Association has 
developed a number of activities for community-based advocacy. 


RECEPTIVENESS TO THE FCTG 


Taxes on tobacco and tobacco products remain modest. A policy on tobacco 
Lae this special administrative region, consistent with the Regional 
coord tee has yet to be developed. The designation of a territorial 
ee Ing body for tobacco control may help to hasten tobacco control 
lvitles in Macao. Much of the work done recently has focused on data 


collection, strengthening existing legislation and health education and 


advocacy. Despite these efforts, the prevalence rates remain considerable, 
especially among health care professionals, who have not come out strongly 
in support of tobacco control. Future tobacco control efforts may depend 
Significantly on policy directions from the Chinese mainland. 


Preparedness for the FCTC 


Participation in other International 
Health-related Treaties 


National Plan of Action for Tobacco Control 


National Coordinating Body for Tobacco Control 


‘NGOs for Tobacco Control 


Independent Media 


MALAYSIA 


Braya 
Population 1996 2025 
Total 21 169 000 31 577 000 
Adult (15+) 12.770 500 24 091 000 
Health Status 
Life expectancy at birth (1996) 69.3 (males) 


74.1 (females) 


Infant Mortality Rate (1996) 9.1 per 1000 live births 


US$ 4495 


TOBACCO PRODUCTION, TRADE AND INDUSTRY 


GDP per capita, 1996 


Smoking Prevalence, estimates 


Source: 1986 Survey 


In 1990 14 000 hectares were devoted to tobacco cultivation, down from 
16 546 in 1985. The National Tobacco Board in the Ministry of Primary 
Industries provides assistance to tobacco farmers. 


In 1992. 10 550 tonnes of unmanufactured tobacco were produced, comprising 


0.2% of the world total. In the same year, Malaysia imported 2860 tonnes 
of unmanufactured tobacco, constituting 0.2% of all global imports. 


Malaysia's cigarette production decreased from 18 430 million pieces (0.3% 
of world production) in 1990 to 17 460 million pieces in 1994. Also in 1994. 
Malaysia imported 1095 million cigarettes (0.2% of global imports) and 
exported 2008 million cigarettes (0.2% of global exports). 
In 1990, import costs of tobacco and Cigarettes amounted to US$ 47.2 million 
(0.1% of all import costs) while about US$ 651 000 were earned from cigarette 
and tobacco exports. Tobacco smuggling is estimated to result in around 
US$ 200 million worth of tax losses each year. Smuggling mainly involves 
kretek cigarettes from a neighboring country. 


In 1993, tobacco manufacturing was dominated by the subsidiaries or affiliates 
of three tobacco multinational companies. About 5000 people were engaged 
full-time in the tobacco manufacturing industry in 1989. 


TOBACCO CONSUMPTION 


Annual adult per capita tobacco consumption peaked in 1980 at around 1990 
cigarettes. This has since gradually declined, believed to be due in part to 
increased taxes on cigarettes. In 1988, 36% of urban male smokers smoked 
more than 20 cigarettes daily. Smuggling is a growing problem. It is estimated 
to account for as much as 10% of the total domestic market. 


A survey done in 1986 found that 41% of adult males and 4% of adult females 
smoked. Malays had the highest rate at 24% compared with Chinese (18%) 
and Indians (15%). Nine per cent of young people aged 15-18 smoked, 
while 29% of those aged 20-24 smoked. The majority of the male smokers 
had started at the age of 18. 


Urban data for 1988 indicate that smoking was slightly higher among male 
Malays (55.2%) than Indian and Chinese males (both 52.7%). Among 
females, Indians had the lowest prevalence (3.9%), followed by Malays (5.6%) 
and Chinese (9.1%). Twelve per cent of urban males and 1.2% of urban 
females were ex-smokers, compared with 14.2% and 3.3% of their rural 


counterparts. 


Among special groups, a 1980 survey determined that 50% of military doctors 
smoked, while in 1991, only 18% of doctors working at University Hospital 
were smokers. In 1991, a study on secondary-school children from one rural 
district reported that 69% of those aged 12-18 had tried to smoke. A 1992 
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survey of medical students revealed that 7% of the males and none of the 
females were daily smokers, and 11% of the males and 1% of the females 
were occasional smokers. 


HEALTH COSTS FROM TOBACCO USE 
Tobacco is a contributing factor for two of the five leading causes of death. 


Leading Causes of Death, 1996 


cows! taille lh 
1. Heart Diseases and diseases of pulmonary circulation 

2. Septicaemia 

3. Accidents 

4. Cerebrovascular diseases 

5. Malignant neoplasms 


So Ss SN 


Source: 1998 Country Health Information Profiles 


in 1987, the Ministry of Health estimated that about 20% of all deaths were 
caused by tobacco. In 1990, 398 deaths resulted from lung cancer and 1907 
deaths from ischaemic heart disease. It is reported that by 2000, current 
smoking will have contributed to 490 000 coronary events and 13 000 lung 
cancer deaths. 


TOBACCO CONTROL MEASURES 


Malaysia's tobacco control activities began in the 1970s. The Division of 
Disease Control, Ministry of Health, is the Government-designated national 
coordinating body in charge of tobacco control. In 1972, the Ministry and 
the Malaysian Medical Association jointly established an Action on Smoking 
or Health Committee. Since then, there have been numerous initiatives to 
reduce the demand for tobacco and tobacco products. 


Control of Tobacco Products 
Taxation on cigarettes was increased by 100% in 1992, and import and 


excise duty was doubled in 1993 to US$ 11.44/kg. Cigarette pri 
18% in 1998. g. Ulg prices rose by 


The Control of Tobacco Products Regulation Act of 1993 was implemented 
in May 1994. This Act provides for a number of tobacco control measures 
such as a ban on sales of tobacco to persons under the age of 18, bans on 
advertising in print media and on the radio and television, a ban on vending 
machine sales and prohibition of the distribution of free samples. 
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in cl ttes were set at 15 
Maximum allowable levels of toxic substances in cigare 

mg of nicotine and 20 mg of tar for each cigarette and it was made mandatory 
for cigarette packets to carry a label with the tar and nicotine content, as 
well as a health warning. A 1997 amendment to this Act made it illegal for 


persons under 18 to use or possess tobacco products. 


Protection for Nonsmokers 
The Control of Tobacco Products Regulations 1993 stipulated that the following 
areas must be smoke-free: amusement centres, theatres, hospitals and 
clinics, public lifts, air-conditioned restaurants, and public transport. This list 
was expanded in 1997 to include all banks and financial institutions, sports 
complexes, shopping centres, government offices, transport terminals, airports, 
schools, public halls, institutions of higher learning, and service counters of 
public utilities. A drawback occurred in 1997 when the ban on smoking in 
pubs and karaoke bars was dropped. 


In 1996, Malaysian Airlines banned smoking on all its flights except for those 
to Japan. During this year, the national Fatwa Council ruled that smoking 
was "forbidden". 


Health Education, Media and Advocacy 

World No-Tobacco Day is celebrated annually. Other health education 
programmes exist. Ironically, in 1997, the Education Ministry allowed tobacco 
sponsorship of its nationwide anti-smoking campaign in schools. 


In 1998, training of facilitators for smoking cessation programmes was initiated. 
Anti-smoking clubs were formed in primary and secondary schools. 


RECEPTIVENESS TO THE FCTC 


Malaysia has a history of national tobacco control initiatives. Its legislation 
is strong in several areas. Uniform enforcement of the law will be critical. 
Increases in the price of cigarettes continue. These efforts are occasionally 
offset by the tobacco industry lobby, which maintains a considerable presence 
in the country. Data on smoking prevalence need to be updated 


Preparedness for the FCTC 
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Participation in other International 
Health-related Treaties 


National Plan of Action for Tobacco Control! 


National Coordinating Body for Tobacco Control 


cos for Tobacco Control 


Independent Media 


COMMONWEALTH OF THE 
NORTHERN MARIANA ISLANDS 


Hibiscus 
Population 1995 1999 2025 
Total 58 850 69 341 ie4e205 
Adult (15+) 44 550 52 793 na 


Health Status 
Life expectancy at birth (1999) 72.9 (males) 
79.2 (females) 
Infant Mortality Rate (1998) 8.4 per 1000 live births 


GDP per capita (1995) US$ 9311 


Smoking Prevalence, 1995-1997 


Adults 


Senior high school students - 31 %™ 
Senior high school students - 29%" 
Junior high school students - 65%** 
Senior high school students - 88%** 


Sources: *Teen Behavioural Risk Survey, 1995 
*Teen Behavioural Risk Survey, 1997 
**Youth Risk Behaviour Survey, 1997 


TOBACCO CONSUMPTION 


Prevalence data are unavailable for adults. The 1997 Youth Risk Behavior 
Survey, covering a sample of 2057 students showed that 65% of junior-high- 
school students and 88% of senior-high-school students had tried to smoke. 
Thirty-nine per cent of students in senior high school had started smoking 
before the age of 13. 


The Teen Behavioral Risk Surveys carried in the Commonwealth in 1997 
and 1995 revealed that 29% (1997) and 31% (1995) of students from private 
and public senior high schools, were using smokeless tobacco. These 
surveys indicated an urgent need to address cigarette smoking and smokeless 
tobacco consumption among adolescents. 


In 1993, the Substance Abuse programme treated 243 smokers, but only 53 
were still smoke-free after three months. 


HEALTH COSTS FROM TOBACCO USE 


There are no available studies on the health impact of tobacco use. Smoking 
contributes for four of the five leading causes of death. 


It is estimated that approximately 25 deaths occur every year, or about once 
every two weeks, due to tobacco-related illnesses. 


Leading Causes of Death, 1998 


1. Diseases of the heart 

2. Neoplasms 

3. Cerebrovascular disease 
4. Perinatal conditions 


5. Motor vehicle accidents 
Source; Report to TFI from the Office of the Secretary of Health, 2000 


TOBACCO CONTROL MEASURES 


There is a designated National Focal Person for Tobacco or Health. 
Nongovernmental organizations and medical societies have yet to become 
actively involved in tobacco control. 


In September 1999, the Commonwealth of the Northern Mariana Islands 


Comprehensive State-based Tobacco Prevention and Control Programme 
was established with the undertaking to develop a comprehensive tobacco 
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prevention and control plan. The Programme, together with the Department 
of Commerce's Alcohol Beverage and Tobacco Control Office and the _ 
Department of Public Safety, was tasked with the responsibility of enforcing 
Public Law No. 11-75 after its enactment in March 1999. Programme staff 
conduct quarterly and annual target inspections on all licensed tobacco outlets 
in the Commonwealth. 


Control of Tobacco Products aoe 

In 1995, the tax on tobacco was 50 cents per pack and 50% of the invoice 
value for smokeless tobacco. This is one of the lowest tobacco taxes in the 
world. 


Public Law No. 11-75 was signed into law in March 1999. It amended 
previous legislation by making it illegal to sell or provide tobacco to minors 
under the age of 19. 


There are no bans on advertising or tobacco industry promotion. No health 
warnings are required by law. Sales of smokeless tobacco are allowed. 
Sales of cigarettes through vending machines are permitted only in areas 
where minors are not allowed to enter, such as bars, cabarets and gaming 
houses. 


Protection for Nonsmokers 
There are some restrictions on smoking in hospitals and health facilities, and 
partial restrictions in government offices and some workplaces. 


Health Education, Media and Advocacy 
World No-Tobacco Day is celebrated annually. Additional health education 
programmes and smoking cessation courses are available. 


In 1995, the Tobacco Control Coalition was formed, with members from 
health care, the legislative body and community organizations. The coalition 
is tasked with planning educational activities and assisting with anti-tobacco 
legislation. With the establishment of the Tobacco Control and Prevention 
Programme, there is a renewed interest in the Tobacco Control Coalition and 


its role in designing and implementing educational and 
advo 
to reduce tobacco consumption. macy chategics 


In 1997, a collaborative effort was started with the United 

Government and Johns Hopkins University School of ee tried 
States Of America, to undertake a treatment needs assessment on coll 

and high-school Students who either smoked or used chewing tobacco Datz 
from this survey are undergoing analysis at the present time Addition | ; 
efforts are underway to conduct routine surveys to monitor tobacco hs 
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prevalence and patterns of use among ethnic groups within the Commonwealth 


RECEPTIVENESS TO THE FCTC 


The Commonwealth of the Northern Mariana Islands has initiated efforts to 
establish a tobacco control programme. Implementation of the national 
tobacco control plan of action is needed. Legislation and a stronger taxatior 
structure will be critical to bolster tobacco control efforts. Innovative educatior 
and advocacy strategies will help to supplement ongoing anti-smoking 
initiatives. The high rates of cigarette and chewing tobacco use among 
adolescents and young people point to the need for interventions that are 
focused on this age group. 


Preparedness for the FCTC 


ss Ss 


Participation in other International 
Health-related Treaties 


x a 
z National Plan of Action for Tobacco Control 


National Coordinating Body for Tobacco Control 
NGOs for Tobacco Control 


Independent Media 


REPUBLIC OF THE 
MARSHALL ISLANDS 


Frangipani 
Population 1995 1999 2025 
Total 58 850 58 840 127 000 
Adult (15+) 29 240 29 030 na 
Health Status 
Life expectancy at birth (1994) 63.1 (males) 


65.3 (females) 
Life expectancy at birth (1999) 66.2 
Infant Mortality Rate (1996) 26.2 per 1000 live births 


GDP per capita (1995) US$ 1850 


TOBACCO PRODUCTION, TRADE AND INDUSTRY 


No tobacco is grown in the Marshall Islands. Tobacco is imported as 
manufactured cigarettes for local consumption. 


In 1997, manufactured cigarettes worth US$ 246 646 were imported into the 
Marshall Islands. The most popular brand retails at US$ 3.50 for a pack of 
20 cigarettes. In comparison, the minimum wage is US$ 2.00 per hour. A 

worker earning the minimum wage would have to work for 1 1/2 hours each 
day to support a one-pack-a-day smoking habit. 


No retail taxes are levied on cigarettes. 


TOBACCO CONSUMPTION 


Manufactured cigarettes are the predominant form of tobacco consumed. 
A Survey on smoking prevalence, begun in 1998 is still being completed. No 
national data on tobacco use prevalence are currently available. 


HEALTH COSTS FROM TOBACCO USE 


There are no Studies available to estimate the impact of tobacco use on 
mortality and morbidity. Tobacco is a contributing factor for three of the five 
leading causes of death. 


Leading Causes of Death, 1996 


1. Sepsis 

2. Pneumonia 

3. Myocardial infarction 
4. Cancer (all types) 

5. Malnutrition 


Source: WHO-WPRO Health Data Bank, 1998 Revision 


TOBACCO CONTROL MEASURES 


Control of Tobacco Products 

In the Marshall Islands, sales of cigarettes are restricted to those aged 18 
and older. However, there are no bans on cigarette sales through vending 
machines or mail order. Single stick sales are prohibited, as is the sale of 
smokeless tobacco. There are no restrictions on distribution of free cigarette 
samples. 


Cigarette advertisements cannot be aired over the radio. However, no bans 
exist for television or print advertising. Billboards and the Internet are not 
available. Sponsorship of events by tobacco companies and indirect advertising 
is allowed. Maximum levels of toxic substances in cigarettes are not set by 
law. Cigarette packets are not required to list ingredients and additives used 
in processing the tobacco. 


Health warnings are not required by legislation but are placed voluntarily by 
the manufacturer. The nature of the warnings is determined by the 
manufacturer. Health warnings are in English, which Is spoken by only 40% 
of the population. 


Protection for Nonsmokers | 
Smoking is banned in hospitals, health facilities, government buildings, indoor 
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workplaces and public transport. International flights into and out of Marshall 
islands on Air Micronesia are smoke-free. 


Health Education, Media and Advocacy 

World No-Tobacco Day is celebrated annually. The Division of Human 
Services receives federal funding from the United States Government for all 
of its health promotion activities, including tobacco control. 


RECEPTIVENESS TO THE FCTC 


The Marshall Islands needs to strengthen its tobacco control programme. 
The Alcohol and Substance Abuse Coordinating Committee is the designated 
national coordinating body for tobacco control. A national plan of action for 
tobacco control exists, but needs to be fortified. Some areas need 
strengthening, including taxation, labelling requirements and advertising 
restrictions. Baseline information on smoking prevalence and patterns of 
tobacco use is needed. 


Preparedness for the FCTC 


Participation in other International 
Health-related Treaties 


E 


National Coordinating Body for Tobacco Control 


National Plan of Action for Tobacco Control 


= 


NGOs for Tobacco Control 


Independent Media 


FEDERATED STATES OF 
MICRONESIA 


Frangipani 
Population 1995 2025 
Total 107 040 284 000 
Adult (15+) 57 694 na 
Health Status 
Life expectancy at birth (1995) 64.4 (males) 


65.8 (females) 


Infant Mortality Rate (1995) 20.40 per 1000 live births 


GNP per capita, 1996 US$ 1195 


TOBACCO PRODUCTION, TRADE AND INDUSTRY 


In 1976, tobacco imports totalled US $ 1.53 million, representing 4% of total 
imports. Import duties paid on this amount totalled US $2.37 million or 29% 
of total import duties. 


A report from 1992 indicated that 1 967 101 packs of cigarettes had been 
imported into the Federal States of Micronesia during the previous year, while 
for 1992, 2 794 429 packs had been brought into the country. Cigarettes 
were the 4th top import, amounting to US $ 2.5 million annually, up from US 
$2 million in 1986. 


TOBACCO CONSUMPTION 


No population-based surveys have been done to assess smoking prevalence. 


HEALTH COSTS FROM TOBACCO USE 


There are no available studies on the health impact of tobacco use. Smoking 
likely contributes for three of the five leading causes of death. 


Leading Causes of Death, 1995 


1. Diseases of the circulatory system 
2. Cancer (all types) 

3. Diseases of the respiratory-system 
4. Injuries / poisonings 

5. Endocrine/ metabolic diseases 


Source: WHO-WPRO Health Data Bank 1998 Revision 


In 1997, it was estimated that 15% of all recorded deaths in 1993 were 
smoking-related. 


Between 1972 and 1983, lung cancer was the leading male cancer, causing 
33.9% of cancers in non-Chamorros and 29.6% in Chamorros. More recent 
published data are not available. 


TOBACCO CONTROL MEASURES 


Although there is no national tobacco control programme, there has been 
some initial government action against tobacco. No nongovernmental 
organizations or medical societies have yet become systematically involved 
in tobacco control. 


Control of Tobacco Products 

Each of the four States within the Federated States of Micronesia has State 
Laws that prohibit sales of tobacco to minors. Kosrae, Chuuk and Pohnpei 
prohibit tobacco sales to minors of 18 and under, while Yap prohibits tobacco 
sales to minors of 17 and under. 


Tobacco advertising is prohibited. Billboard, radio, television, public broadcast 
and print advertising of tobacco products are banned in Chuuk, Pohnpei and 
Yap States. Promotions by tobacco companies are also prohibited under 
State Law in Pohnpei. 


No health warnings are required by law. Vending machine sales and sales 
of smokeless tobacco are allowed. 


The tobacco excise tax was increased in 1992. The Micronesian Congress 
increased the national excise tax to 25% ad valorem. At the same time 
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however, excise taxes on other tobacco products were left unchanged at 
50% ad valorem. 


Protection for Nonsmokers 

The Sixth Federated States of Micronesia Congress passed a law in 1989 
that prohibited smoking in national government offices in all four States. 
Smoking is also not allowed on airline flights. 


Health Education, Media and Advocacy ee 
World No-Tobacco Day is celebrated annually. During recent celebrations, 
Presidential Proclamations issued by the Department of Health Services 
advocated a variety of tobacco control measures. School-based educational 
interventions also exist. 


RECEPTIVENESS TO THE FCTC 


The Federal States of Micronesia needs to expand its current national efforts 
to establish a strong tobacco control programme. A national tobacco control 
plan of action is needed and a coordinating body for tobacco control needs 
to be identified. Legislation and a stronger taxation structure will be needed 
to bolster tobacco control efforts. Innovative education and advocacy strategies 
will help to supplement ongoing anti-smoking initiatives. 


Preparedness for the FCTC 


s 


Participation in other International 
Health-related Treaties 


National Plan of Action for Tobacco Contro/ 


National Coordinating Body for Tobacco Control 


NGOs for Tobacco Control 


Independent Media 


MONGOLIA 


Orchid 
Population 1997 2025 
Total 2 379 580 3 827 000 
Adult (15+) 1 521 931 2 905 000 
Health Status 
Life expectancy at birth (1995) 63.6 (males) 


67.6 (females) 


Infant Mortality Rate (1998) 35.4 per 1000 live births 


GDP per capita, 1998 US$ 453 


Smoking Prevalence, estimates 


Source: 1997 Prevalence Survey, MOH, as reported by TOH Focal Person, WPRO 
Working Group, Nov 1998 


TOBACCO PRODUCTION, TRADE AND INDUSTRY 


No tobacco is grown in Mongolia. 


The Mongolian Customs Office reports that in 1997, 1 410 000 manufactured 
cigarettes worth US$ 6.9 million and 608 700 kg. of unmanufactured 


tobacco worth US$ 0.86 million were imported into Mongolia. In 1998, 
Mongolia imported 539 500 tonnes of unmanufactured tobacco. Cigarettes 
and tobacco are imported mainly from Bulgaria, China, Kazakstan, Kirkizstan. 
the Republic of Korea, Russia, Singapore, and the United States of America. 
All dry snuff tobacco is imported from China. 


Because all tobacco and tobacco products are imported, no employment is 
generated by the tobacco industry. Tobacco's economic attractiveness 
apparently lies in its revenue-generating ability for the Government. A high 
percentage of the cost of cigarettes goes toward government revenue. 


TOBACCO CONSUMPTION 


Manufactured cigarettes are the most popular form of tobacco product, 
accounting for 60% of the total market. "Roll-your-own" and pipe tobacco 
account for 35% and 5% of the market share, respectively. 


There have been several preliminary studies on smoking prevalence. In 
1963-64, field studies on cardiovascular disease risk factors collected data 
on persons over 40. Results showed that 74% of men and 24-30% of women 
over 40 were smokers. In 1984-85, the Information and Statistics Centre 
conducted a survey on 1500 individuals from one area of the country. This 
showed that 70% of the male farmers and 30% of the male students smoked. 


The Red Cross carried out the first nationwide study on smoking prevalence 
in 1987. Other sources have pointed out the methodological limitations of 
this survey, which documented a smoking prevalence of only 10.4% of the 
population age 16 and older. The 1991 survey, conducted on 9000 individuals, 
reported a prevalence of 40% among adult males and 7% among adult 
females. A more recent survey from 1997, as reported in the WPRO Working 
Group Meeting in 1998, showed a prevalence of 55% among adult males 
and 19% among adults females. A WHO-supported survey on the prevalence 
of risk factors for cardiovascular disease, conducted in 1998, covered 3500 
adults from 20-60 years of age. Twenty-two per cent carried a diagnosis of 
cardiovascular disease. Among this group, 37.9% were smokers and 2.2% 
were ex-smokers. In 1999, the Adventist Development and Relief Agency 
(ADRA) conducted a baseline survey on knowledge, attitudes and practices 
in Ulaanbaatar City. In this survey, 66% of males and 18% of females were 
found to be smokers. Forty-four per cent of current smokers were In the 
younger age groups (15-29 years). Forty-seven per cent expressed a desire 


to stop smoking. 


In 1991, 2.8% of smokers were below 18 years. In 1994, 21% of males and 
23% of females aged 13-18 were daily smokers. In 1997, smoking prevalence 


was reported at 23.9% among males and 8.9% among females aged 12-1 8. 
A WHO-supported survey on knowledge, attitudes and practices regarding 
health among adolescents was carried out among 2040 respondents aged 
40-20 in 1997. Less than half had adequate knowledge about the harmful 
effects of smoking. Approximately 66% had family members who smoked. 


A mainly urban survey determined that among smokers, 37% were manual 
workers, 34% were in academic/ administrative / managerial positions, 11% 
were service workers (mainly female), 8% were drivers, 6% were policemen. 
in 1990, smoking rates among doctors and other health professionals were 
low, at approximately 5%. 


HEALTH COSTS FROM TOBACCO USE 


Tobacco is a contributing factor for three of the five leading causes of death. 
Diseases of the circulatory and respiratory systems and cancer caused 
approximately 64% of the total mortality in 1997. 


Leading Causes of Death, 1997 


1. Diseases of the circulatory system 
2. Tumours and neoplasms 

3. Diseases of the respiratory system 
4. Injuries and poisoning 

5. Diseases of the digestive system 


Source: WHO-WPRO Health Data Bank, 1998 Revision 


From 1985 to 1990, the National Oncological Centre carried out a survey on 
approximately 2000 patients with lung, stomach and throat cancer. Results 
showed that 82.8% of lung cancer patients and 61.7% of stomach cancer 
patients were smokers. In 1997, an analysis of the medical histories of 311 
lung cancer patients revealed that 280 were smokers. 


The State Fire Department reports approximately 500 annual fires, 24.9% 
of which are estimated to be caused by tobacco or matches. 


TOBACCO CONTROL MEASURES 


The fundamental components of an effective national tobacco control policy 
already exist in Mongolia. However, implementation and enforcement are 


proving to be challenging. Smuggling is reported to be widespread and 
enforcement of tobacco control legislation is not always possible. 
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Control of Tobacco Products 
The Ministry of Health and Social Services first addressed tobacco control 


in 1984 with directives concerning smoke-free premises. Since 1988, there 
has been a ban on cigarette sales to minors under 16. In 1990 and 1991, 
the Ministry of Health invited a WHO consultant to advise on national tobacco 
control policy and legislation. Comprehensive legislation came into effect 
in 1994, but enforcement has not been uniformly successful. The Mongolian 
"Law on the Struggle against the Threats of Tobacco" includes provisions 
for total advertising bans, mandatory health warnings and regulation of tar 
and nicotine content. 


Maximum allowable levels of toxic substances in cigarettes were set at 1.4 
mg of nicotine and 15 mg of tar for each cigarette. Cigarette packets have 
to carry a label with the tar and nicotine content, as well as a health warning 


Protection for Nonsmokers 

National legislation provides for smoke-free hospitals and health facilities, 
government offices, schools, sports offices and public transport. Subnationa 
bans cover indoor workplaces and private offices. Smoking is not allowed 
on international flights and is regulated on domestic flights. 


Health Education, Media and Advocacy 
World No-Tobacco Day is celebrated annually. Other health education 
programmes exist, both through government and NGO facilities. 


In 1997, a multinational tobacco company started a nationwide competitior 
within Mongolia. It awarded the Government US $1 million for running the 
programme. The awarding of prizes for this tobacco-industry-supported 
competition was timed to coincide with World No-Tobacco Day. The Mongoliai 
Anti-Tobacco Movement mobilized and expressed their opposition through 
a mass media campaign. 


Since 1998, a health education programme on preventing adverse health 
effects from tobacco and alcohol use has been incorporated into the forme 
Curriculum of secondary schools. 


RECEPTIVENESS TO THE FCTC 


Mongolia has a national tobacco control policy and comprehensive legislatio 
for tobacco control. Implementation and enforcement will determine the 
effectiveness of their efforts to reduce tobacco use among the population. 


Participation in other International 
Health-related Treaties 


‘National Plan of Action for Tobacco Control 


National Coordinating Body for Tobacco Control 
NGOs for Tobacco Control 


Independent Media 


NAURU 


Frangipani 
Population 1994 2025 
Total 10 200 24 000 
Adult (15+) » 936 na 
Health Status 
Life expectancy at birth (1992) 55 (males) 


64 (females) 


Infant Mortality Rate (1994) 14.5 per 1000 live births 


US$ 8070 


GDP per capita, 1985 


Smoking Prevalence, 1975 


Source: 1975 Survey on smoking prevalence 


TOBACCO CONSUMPTION 


There have not been any reported recent surveys on smoking prevalence 
in Nauru. In 1975, 53% of males and 59% of females smoked. The distribution 
of male and female smokers with regard to number of cigarettes smoked is 


depicted below: 


% Number of cigarettes 
<20 
20-40 
>40 
<20 
>20 
These figures indicate that over half of the adult population were smokers, 
with women having a higher rate than men. At that time, 4% of men and 2% 


of women were former smokers. Data from the same study showed that 
32% of young adults aged 20-24 were smokers. 


Female 65% 
35% 


Source: 1975 Survey on smoking prevalence 


HEALTH COSTS FROM TOBACCO USE 


There are no reported studies that examine the cost of tobacco-related 
illnesses. Tobacco is a contributing factor for three of the five leading causes 
of death. 


Leading Causes of Death, 1994 


1. Cardiovascular disease/hypertension 
2. Respiratory infections/pneumonia 

3. Malignant neoplasms (all forms) 

4. Stillbirths 

5. End-stage renal failure (diabetic) 


Source: WHO-WPRO Health Data Bank, 1998 Revision 


TOBACCO CONTROL MEASURES 
Much needs to be done to strengthen the tobacco control efforts within Nauru 


Control of Tobacco Products 

There was no tax on cigarettes until the Customs Tariff Ordinance was 
amended in 1997. Since the amendment, cigars and tobacco other than 
cigarettes have been taxed AU$ 10 per 500 grams while cigarettes have 
been taxed AU$ 30 per 1000 sticks. 


The Prohibition of the Possession of Tobacco by Children Ordinance of 1924 
prohibits the sale of tobacco to anyone under 16 years of age. However, 
there are no bans on smokeless tobacco, vending machine and single stick 
sales. 
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Neither are there restrictions on most forms of advertising, sponsorship or 
other promotional activities by the tobacco industry. Maximum allowable 
levels of toxic substances in cigarettes are not set by law. 


Protection for Nonsmokers mn 
There are some regulations for smoke-free areas in hospitals, health facilities, 
and prisons. The Manufacture and Sale of Bread ordinance of 1926 has a 
specific provision that bans the use of all tobacco products in any area used 
for the manufacture, storage or sale of bread. 


In 1999, the Chief Secretary's Department issued a Circular designating all 
government offices and buildings as smoke-free areas. Smoking is prohibited 
on domestic and international flights. 


Health Education, Media and Advocacy 

World No-Tobacco Day is celebrated annually. Five days prior to the 1995 
WNTD, a request circular was sent out to every store, retailer and tobacco 
outlet asking them to refrain from selling tobacco on WNTD. A televised 
message by the Director of Public Health was broadcast, emphasizing the 
harmful effects of smoking and involuntary exposure to environmental tobacco 
smoke. 


RECEPTIVENESS TO THE FCTC 


Nauru's tobacco control efforts remain modest. There is no national tobacco 
control plan of action and no coordinating body for tobacco control. Efforts 
to fortify legislation, strengthen taxation structures, encourage advertising 

and sponsorship bans and energize education and advocacy strategies are 
needed. |In addition, updated information on smoking prevalence and patterns 


Preparedness for the FCTC 


= Participation in other International 
Health-related Treaties 


National Plan of Action for Tobacco Control 
National Coordinating Body for Tobacco Control 
NGOs for Tobacco Control 


Independent Media 


NEW CALEDONIA 


Caladenia 
Population 1996 2025 
Total 196 840 255 000 
Adult (15+) 135 820 na 
Health Status 
Life expectancy at birth (1996) 69.6 (males) 


74.2 (females) 


Infant Mortality Rate (1996) 8.6 per 1000 live births 


GDP per capita, 1992 US$ 12 381 


Smoking Prevalence, 1992 


Adults (20+) 


Source: 1992 Survey on smoking prevalence 


TOBACCO PRODUCTION, TRADE AND INDUSTRY 


No tobacco is cultivated in New Caledonia. In 1993, 298 000 kg of cigarettes 
were imported. 


A tobacco monopoly in the Territory was instituted through a decree on Ay 
October 1916. The local state agency for trade in tobacco, the Regie Locale 


des Tabacs, Department of Miscellaneous Contributions in the Territorial 
Directorate of Fiscal Services, is responsible for ensuring the distribution of 
tobacco products from the monopoly. A resolution instituted a special tobacco 
contribution for the benefit of CAFAT, a welfare fund in New Caledonia. 


Since 1 January 1995, the dues have amounted to 6.5% over the prices of 
the Regie Locale des Tabacs. 


TOBACCO CONSUMPTION 


For 1998, the total tobacco consumption in New Caledonia amounted to 
320.5 tonnes. This represented a 2.85% increase from the previous year. 
Annual consumption of all tobacco products in the Territory decreased from 
1993 to 1996, but increased annually from 1996 to 1998. 


Annual Tobacco Consumption, 
1993-1998 


1993 1994 1995 1996 1997 1998 
Year 


Source: 1998 TOH Questionnaire 


In 1979, 76% of urban males, 41% of rural males, 29% of urban females and 
16% of rural females were smokers. A 1986 survey of smoking prevalence 
revealed that 41% of males and 27% of females smoked. A later survey in 
1992, revealed a rate of 28% among males and 34% among females. Thus, 
smoking prevalence appears to have decreased among men but increased 
among women since 1979. 


Data on youth smoking from 1986 showed that 9% of those aged 10-12, 
33% of those aged 14-15 and 34% of those aged 17-18 smoked. In 1989, 
16% of young persons surveyed indicated that they occasionally smoked, 
while 8% reported regular smoking. 


Daily consumption of all tobacco products by adults aged 15 years and above 
has decreased over the past seven years. 


(ai 


Daily per capita consumption of all 
tobacco products by adults aged 15+, 
sticks 


Source: 1998 TOH Questionnaire 


HEALTH COSTS FROM TOBACCO USE 


It is estimated that tobacco caused 11.3% of deaths in New Caledonia over 
the seven-years period from 1991 to 1997. It is estimated that the annual 
cost of tobacco-related illnesses reaches US$ 8-10 million. Tobacco is a 
likely contributing factor for three of the five leading causes of death. 


Leading Causes of Death, 1991-1997 


1. Tumours 

2. Diseases of the respiratory system 
3. Diseases of the circulatory system 
4. Diseases of the digestive system 


Source: Situation Sanitaire New Caledonia, 1998 


TOBACCO CONTROL MEASURES 


Some activities have been initiated by the Government, and medical 
associations have made public statements against tobacco. 


Control of Tobacco Products 

There is no prohibition covering cigarette sales to minors. There are no bans 
on smokeless tobacco, vending machine and single stick sales. Neither are 
there restrictions on most forms of advertising, sponsorship or other promotional 
activities by the tobacco industry. Parallel product advertising is prohibited. 


— allowable levels of toxic substances in cigarettes are not set by 
aw, 


Health warnings are not mandated by law. However, 56% of imported 
cigarette packets from Australia and 43% of Cigarette packets from France 


usually contain health warnings. The po i 
pulation does not, in gene 
understand warnings in English. i 


v- 
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Protection for Nonsmokers 
There are some regulations for smoke-free areas In hospitals and health 


facilities, but no restrictions on smoking in government offices and buildings, 
workplaces, public transport or restaurants. 


Health Education, Media and Advocacy 
World No-Tobacco Day is celebrated annually. Other health education 
activities also take place. The Government has instituted measures for a 
programme on information concerning the risks of smoking for the general 
population and in particular for young people. 


RECEPTIVENESS TO THE FCTC 


New Caledonia's tobacco control efforts remain modest. There is no national 
tobacco control plan of action and no coordinating body for tobacco control. 
Efforts to fortify legislation, strengthen taxation structures, encourage advertising 
and sponsorship bans, energize education and advocacy strategies and 
update tobacco use prevalence data are needed. 


Preparedness for the FCTC 


s 


Participation in other International 
Health-related Treaties 


National Plan of Action for Tobacco Control! 


National Coordinating Body for Tobacco Control 


NGOs for Tobacco Control 


Independent Media 


NEW ZEALAND 


The flower of the Pohutukawa tree 
(Metrosideros excelsa) is found 
throughout New Zealand. Photo 
courtesy of Mr Matthew Allen, New 
Zealand's National Focal Person 
for Tobacco or Health. 


Population 1996 2016 
Total 3 568 000 4 435 000 
Adult (15+) 2 748 050 3671 200 
Health Status 
Life expectancy at birth (1995-97) 4.3 (males) 

79.6 (females) 


Infant Mortality Rate (1997) 6.8 per 1000 live births 


GNP per capita, 1996 US$ 15 900 


Smoking Prevalence, 1997-1999 


Source: *Tobacco Facts 
**Statistics New Zealand 


TOBACCO PRODUCTION, TRADE AND INDUSTRY 


The amount of commercially grown tobacco in New Zealand is insignificant. 
Tobacco companies import all tobacco used in the manufacture of domestically 


sold tobacco products. The New Zealand Government does not subsidize 
tobacco farmers. 


The total amount of tobacco, tobacco products, tobacco essences and tobacco 
substitutes imported in 1998 amounted to 3 975 884 kgs. During the same 
year, exports of tobacco and tobacco products reached 494 324 kg. 


Amount of Tobacco Released for Consumption 
(Kg. Loose Tobacco), 1994-1999 


1994 1995 1996 1997 1998 1999 
Year 
Source: 1998 TOH Questionnaire and updated information from National Focal Person 


Amount of Manufactured Cigarettes Released 
for Consumption (millions of sticks), 1994-1999 


Number of Cigarettes 
(millions of sticks) 


14994 1995 1996 1997 1998 1999 
Year 


Source: 1998 TOH Questionnaire and updated information from National Focal Person 


New Zealand largely supplies cigarettes for its domestic market, with relatively 
low levels of imports. 


in 1991, approximately 500 individuals were employed full-time in tobacco 
manufacturing. The New Zealand Government earned about US$ 426 million 
in tax revenue from tobacco products in 1998/99. 


TOBACCO CONSUMPTION 


Seventy-eight per cent of all tobacco products consumed are in the form of 
manufactured cigarettes. "Roll-your-own” tobacco comprises 21 % and pipe 
and cigar tobacco each less than 1% of the market. 


The five most popular brands of cigarettes are all manufactured locally. The 
cost of a packet of 20 cigarettes as of December 1998 ranged from 

NZ$ 6.30 to NZ$ 7.80 (US$ 3.41-4.28). Approximately 22 minutes of labour 
at the local average local wage are needed to purchase a packet of cigarettes. 


There has been a continuing decrease in tobacco use rates among New 
Zealand adults over the past 10 years. The per capita consumption of 
cigarette "equivalents" has declined from 1971 equivalents in 1990 to 1312 
in 1999. A total of 3119 million cigarettes and 736 tonnes of loose tobacco 
were sold in New Zealand in 1999, down from 3263 million cigarettes and 
757 tonnes of loose tobacco in 1998. 


Cigarettes Equivalents Consumed per Adult 
(15+ years), 1990-1999 


Per Capita Cigarette 
Equivalents per Adult 


1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 
Year 


Source: Statistics New Zealand 
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Data from 1999 show a smoking prevalence of 26% among adult males and 
22% among adult females. Approximately 26% of the adult population are 

former smokers. Among adolescents and young adults aged 15-24 years, 

tobacco use among boys is about 27%, while among similarly aged girls, the 
rate of smoking is higher at 30%. 


In 1996, statistics demonstrated a smoking prevalence of 5.2% among male 
physicians, 4.6% among female physicians, 26% among male nurses and 
16.6% among female nurses. 


HEALTH COSTS FROM TOBACCO USE 


In 1997, 27% of all male deaths and 23% of all female deaths in New Zealanc 
were attributable to smoking. Tobacco is a likely contributing factor for foul 
of the five leading causes of death. 


Leading Causes of Death, 1994 


1. Ischaemic heart disease 

2. Cerebrovascular disease 

3. Malignant neoplasms of digestive organs and peritoneum 

4. Chronic obstructive pulmonary disease and allied conditions 
5. Malignant neoplasms of respiratory and intrathoracic organs 


Source: WHO-WPRO Health Data Bank, 1998 Revision 


TOBACCO CONTROL MEASURES 


New Zealand can be considered a pioneer in tobacco control advocacy. 
Anti-smoking education began in 1948, spearheaded by several NGOs. 
Since then, the country's tobacco control programme has been fortified witt 
legislative, policy and advocacy strategies to reduce the prevalence of tobacc< 
use among the population. 


Control of Tobacco Products 

The first anti-tobacco legislation was passed in 1903. Sales of tobacco 
products to persons under 18 are banned. This is strictly enforced, with 171 
prosecutions (139 convictions) for sales to minors from September 1996 tc 
8 March 2000. There are total bans on single cigarette sales as well as sale: 
of smokeless tobacco. Distribution of free cigarette samples is not allowed 
Vending machine sales are restricted to certain areas within licensed premises 


ae comprehensive 1990 Smoke-free Environments Act mandated a total 
an on all forms of tobacco advertising. Prior to this Act, television and radi 


advertisements were prohibited in 1963 and outdoor advertising was banned 
in 1973. Sports sponsorship by tobacco companies is severely restricted, 
although limited exemptions during internationally significant events can be 
applied for. None have been granted in the past two years. 


Advertising at the point of sale is restricted to black and white, business- 
card-sized notices containing limited product information. While tobacco 
companies can donate to universities, community organizations and musical 
events, the law prohibits public acknowledgements of the donations. 


Tar or nicotine limits have not been set by the Government. Tobacco 
companies are required by law to provide a list of ingredients to the Ministry 
of Health. Health warnings are mandated by law. These are written in 
English and te reo Maori. In 2000, new tobacco package labelling requirements 
came into force. All tobacco products have to display a health warning, a 
message describing the health effects of smoking and details about the 
effects of tar, nicotine and carbon monoxide. These warnings have to be 
written in black on a white, black-bordered background and must occupy 
25% of the front, 33% of the rear and one entire side of cigarette packets. 
Other tobacco products, including cigars, have to display the health warning 
and the detailed message. 


A tobacco excise tax is levied on cigarettes. An additional 12.5% retail tax 
is levied on cigarettes at the point of sale. New Zealand's experience clearly 
documents the effect of raising cigarette taxes on per capita consumption. 
Between 1980 and 1991, taxes were increased to a level which nearly doubled 
the price of a pack of cigarettes. Shortly after, the per capita consumption 
of cigarettes dropped from 4100 to about 1500. As of 1999, taxes comprised 
between two-thirds and three-quarters of the retail price of cigarettes and 
other tobacco products. No portion of these taxes is directly channelled — 
towards tobacco control activities. However, funding for tobacco control is 
supplied from general government revenues. 


Protection for Nonsmokers 
International flights into and out of New Zealand on most carriers are smoke- 
free, in line with recommended International Civil Aviation Organization Policy. 
Smoking is likewise banned on domestic flights. 

islation restricts smoking in hospitals and health facilities, 
en buildings and offices, and other indoor workplaces. The 1990 
Act requires all employers to prepare a written workplace policy on smoking, 
with minimum restrictions. Smoking is also restricted in rest homes and 
prisons. Restaurants, by law, have to designate 50% of their seating one 
as smoke-free. Smoking on public transport is prohibited. Amendments to 


the 1990 Act to strengthen controls on smoking in workplaces and public 
places are currently being considered. 


Health Education, Media and Advocacy 

Educational campaigns targeting smoking among the young started in 1979. 
Multimedia campaigns are available through community and schoo! networks. 
A national Smoke-free Week was implemented in 1986. World No-Tobacco 
Day is celebrated annually. 


The Health Sponsorship Council, created by the 1990 Act, is a major source 
of funding support for health promotion, advocacy and educational activities. 


Smoking cessation programmes are available through private providers and 
some health care agencies, NGOs and cancer prevention/health promotion 
groups. 


RECEPTIVENESS TO THE FCTC 

New Zealand is giving strong support to the FCTC. The country has proven 
tobacco control advocacy. Its programme for reducing tobacco use contains 
all the fundamental elements that are essential for success. Legislative 
measures are strong and comprehensive. The Ministry of Health is the 
established national coordinating body for tobacco control. It is supported 
by numerous national governmental and nongovernmental organizations 
working on tobacco control issues. The national budget for tobacco control 
is approximately NZ$ $20 million (US $ 10 836 000) for 1999-2000. Clearly, 
New Zealand is one of the leaders in tobacco control within the Western 
Pacific Region. 


Preparedness for the FCTC 
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Plumeria White Star is a 
member of the frangipani 
family. 


Population 1996 2025 
Total 2000 2000 
Adult (15+) 1497 na 
Health Status 
Life expectancy at birth (1995) 60 (males) 

65 (females) 
Infant Mortality Rate (1991-1995) 22.0 per 1000 live births 
GDP per capita, 1996 US$ 3002 


Smoking Prevalence, 1980 


es 


Source: 1980 Survey on smoking prevalence 


TOBACCO PRODUCTION, TRADE AND INDUSTRY 


in Ni rted, mostly 
no tobacco farms in Niue. Tobacco products are imported, 
now 985, Niue imported US $ 38 880 worth of tobacco. 


from New Zealand. In 1 


TOBACCO CONSUMPTION 


A 1980 survey on smoking prevalence revealed a rate of 58 


% among males 


and 17% among females. Nine to ten per cent of both male and female 
adults were ex-smokers. Seventeen per cent of male smokers and 8% of 
female smokers consumed more than 20 cigarettes per day. 


In 1995, a survey of 228 households revealed that 56% of households had 
at least one smoker. Of the population surveyed, 16% were current smokers. 


HEALTH COSTS FROM TOBACCO USE 


It is estimated that tobacco causes one male and one female death per year 
in this population of 2000. Tobacco likely contributes to three of the five 
leading causes of death. 


Leading Causes of Death, 1995 


1. Diseases of the circulatory system 
2. Diseases of the respiratory system 
3. Neoplasms 

4. Septicaemia 

5. Senility 


Source: WHO-WPRO Health Data Bank 1998 Revision 


TOBACCO CONTROL MEASURES 


There is no national tobacco control programme, and no national coordinating 
body for tobacco control. The Healthy Islands Project coordinates tobacco 
control activities. 


Control of Tobacco Products 

There is no prohibition covering cigarette sales to minors. There are no bans 
on smokeless tobacco or single stick sales. Neither are there restrictions on 
indirect advertising, sponsorship or other promotional activities by the tobacco 
industry. Maximum allowable levels of toxic substances in cigarettes are not 
set by law. 


Outdoor advertising is not allowed. However, other forms of advertising are 
permitted. 


There is one health warning written in English. The warning !s printed on 
the front of the cigarette packet and occupies 5% of the total surface 


In 1994, it was reported that an increase in tax decreased the volume of 
sales. 


Protection for Nonsmokers 

There are some regulations for smoke-free areas in hospitals and health 
facilities, as well as some government offices and buildings. Flights are 
smoke-free. 


Health Education, Media and Advocacy 

World No-Tobacco Day is celebrated annually. The Director of Health has 
presented information via the media on the hazards of smoking on numerous 
occasions. In 1995, information on the dangers of tobacco use was made 
available within schools and public buildings. 


RECEPTIVENESS TO THE FCTC 


Niue's tobacco control efforts remain modest. There is no national plan of 
action for tobacco control as yet. Efforts to fortify legislation, strengthen 
taxation structures, encourage advertising and sponsorship bans, update 
tobacco use prevalence data and energize education and advocacy strategies 
are needed. 


Preparedness for the FCTC 
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REPUBLIC OF PALAU 


Hibiscus 
Population 1995 1998 2025 
Total V225 18 100 na 
Adult (15+) 12 385 12 385 na 


Health Status 
Life expectancy at birth (1990) 64.5 (males) 
70.8 (females) 


Infant Mortality Rate (1996) 19.7 per 1000 live births 


GNP per capita, 1999 USS 7137 


Smoking Prevalence, 1997 


Source: 1997 Needs Assessment Survey, as reported by National Focal Person 


TOBACCO PRODUCTION, TRADE AND INDUSTRY 


No tobacco is grown in Palau. From January to October 1995, import costs 
of tobacco amounted to US$ 1 034 281.86. In 1998, 57 772 cases of 
cigarettes and other tobacco products, amounting to US$ 1 248 895.62, were 


imported into Palau. 


Revenue collected from excise taxes on tobacco and tobacco products have 
grown since 1996, despite increased import tax since January 1998. In 1999. 


taxes collected from tobacco products made up 2.97% of local government 
revenue. 


Annual Revenue from Tobacco Excise Taxes, 
1996-1999 (US$) 


Tobacco Excise Taxes 


1998 : 445 448.72 
1999 742 690.47 


Source: Ministry of Health, Republic of Palau, 2000 


TOBACCO CONSUMPTION 


Tobacco is both smoked and chewed in Palau. Chewing betel nut (Areca 
catechu) with tobacco combined with slaked lime and pepper leaf is the 
predominant form of tobacco consumption. 


In 1995, a survey on the prevalence of betel nut chewing, with a sample size 
of 1110 individuals, revealed that 76% regularly chewed betel nut. Of these, 
83% added a tobacco product to the chew. The survey also indicated that 
55% of children aged 5-14 regularly chewed betel nut, and of these, 87% 
added tobacco to their chew. The same 1995 survey estimated that it cost 
Palauans US$ 9.2 million annually to consume betel nut with its most common 
additives (tobacco, slaked lime and pepper leaf). 


As for smoking or chewing smokeless tobacco, a needs assessment survey 
in 1997 revealed that only about 18.1% of the population surveyed smoked 
tobacco. Among smokers, 25% had tried to quit in the past, with an average 
of 2.9 quit attempts. Only 1.6% of the respondents used smokeless tobacco, 
among whom only 10% had attempted to quit. 


A 1997 study on population, housing and expenditures showed that during 
the given survey week, more than 85% of all households in Palau purchased 
"tobacco products and beverages", more than cereals, baked goods and 
meat products, which were the next largest sectors. "Tobacco products and 
beverages" made up the highest number of purchases at 18 000, compared 
with 12 400 purchases of "cereals, baked goods and sweets” and 8 240 
purchases of "meat products". Of the 18 000 purchases, non-alcoholic 


beverages made up 87.3%, tobacco products made up 81% and alcoholic 
beverages constituted 23.6% of total purchases. 


At present, the Coalition for a Tobacco-Free Palau and the Tobacco Control 
Program are collaborating to develop and conduct youth and adult tobacco 
use prevalence surveys. 


HEALTH COSTS FROM TOBACCO USE 


There are no available studies on the health impact of tobacco use. Smoking 
contributes to four of the five leading causes of death or principal causes of 
hospitalizations in Palau. 


Leading Causes of Hospitalizations, 1999 


i eens sear 

1. Diseases of the respiratory system, including asthma and tuberculosis 

2. Diseases of the genitourinary system, including kidney diseases 

3. Diseases of the digestive system, including stomach ulcers 

4 Endocrine, nutritional, metabolic illnesses and of immune system disorders, 
including diabetes 

5. Diseases of the circulatory system, including heart disease 


Source: Data from the Ministry of Health, Republic of Palau 


TOBACCO CONTROL MEASURES 


The Republic has a National Focal Person for Tobacco or Health. A CDC- 
funded National Tobacco Control Program went into effect in November 1999 
under the auspices of the Ministry of Health. The programme has a coordinator 
who works closely with the WHO National Focal Person and the Coalition 
for a Tobacco-Free Palau. 


The Coalition was established in 1995, after the Regional Tobacco Control 
Conference in Saipan. The Ministry of Health was instrumental in organizing 


this conference. The Coalition is made up of key individuals i : 
al 
and in the Ministry of Health. ¥ s in the community 


The Coalition and the Tobacco Control Program are collaborating to draft 


comprehensive tobacco control legislation a 
nd a five-year acti 
tobacco control. ¥ on plan for 


Control of Tobacco Products 


The tobacco control campaign gained im 
i | . petus when the Palau Health 
islands Platform included it as its 5th critical element: "Individuals families 


and communities are free from substance use and abuse, including tobacco. 
However, legislation is still evolving. 


Although there are no restrictions on tobacco advertising or sponsorship of 
events by tobacco companies, tobacco advertising was prohibited during the 
regional 1998 Micro Games, held in Palau. 


In 1994, a law was enacted forbidding the sale and distribution of tobacco 
products to those under the age of 19 and prohibiting vending machine . 
cigarette sales. The Coalition for a Tobacco-Free Palau has been conducting 
annual unannounced inspection surveys among tobacco vendors to determine 
compliance with this law. Noncompliance rates have decreased gradually, 
from 73% in 1996 to 56% in 1997, 47% in 1998 and 36% in 1999. Tobacco 
vendors who fail the survey must attend Merchant Education meetings 
conducted by the Coalition as a requirement prior to renewing their license 
to sell tobacco products. 


There is no legislation that mandates health warnings on cigarette packets. 
In 1997, the import tax on cigarettes was increased by 36%, from 18 cents 


to 50 cents per packet of 20 cigarettes. Import tax on other tobacco products 
was increased from 75% to 150% ad valorem. Five per cent of governmen 


. revenue is reported to come from tobacco taxes. 


Protection for Nonsmokers 

In 1991, the National Congress passed legislation banning smoking in 
government buildings. The mandate includes the national hospital and othe 
government health facilities, as well as the national airport. Smoke-free area: 
in workplaces and food establishments are becoming increasingly popular. 
Except for chartered flights, Continental Airlines is the only airline that service: 
Palau, and all of its flights are smoke-free. 


Health Education, Media and Advocacy 
The Coalition for a Tobacco-Free Palau has been instrumental in getting th: 


President of the Republic to declare May 31st as World No Tobacco Day. 
This has been celebrated annually since 1996. 


In 1995, the Belau Medical Society made a declaration against the use of 
tobacco in any form. 


Pies: is included in the Drug-Free Programme of the Ministry of Educatior 
and most schools have "no smoking" and "no betel nut chewing" policies. 


The Tobacco Control Program has a health column published twice a month 
in one of the local newspapers. Studies on the effects of chewing betel nut 
with tobacco have been collected, and a lay version of the results is being 
prepared for public education. 


Palau's Focal Person on Tobacco or Health, the Tobacco Control Coordinator 
and other members of the Coalition are Currently developing a country- 


specific Cessation Programme manual that addresses both smoking and 
chewing betel nut with tobacco. 


In 1999, two billboards promoting a tobacco-free lifestyle were put up at the 
national track and field arena. 


RECEPTIVENESS TO THE FCTC 


The Republic of Palau has initiated some tobacco control strategies. The 
success of ongoing efforts, particularly in the adoption of a national plan of 
action, creation of stronger legislation, involvement of the private sector and 
intensification of health promotion, education and advocacy will help to fortify 
the country's ability to reduce smoking and chewing betel nut with tobacco 
and their adverse health effects. 


Preparedness for the FCTC 
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PAPUA NEW GUINEA 


Dendrobium 
Population 1995 2016 
Total 4 226 520 7 532 000 
Adult (15+) 2 459 835 5 313 000 
Health Status 
Life expectancy at birth (1995) 56.0 (males) 


58.0 (females) 


Infant Mortality Rate (1995) 82 per 1000 live births 


GNP per capita, 1996 US$ 1228 


Smoking Prevalence, 1990 


Adults (>15) 4 
Youth 10-15 


Source: 1990 National Prevalence Survey 


TOBACCO PRODUCTION, TRADE AND INDUSTRY 


cigarettes in 1990 amounted to US$ 6.6 million, 
w Guinea earned about US$ 0.5 million 
from about US$ 0.18 million in 1985. 


Import costs of tobacco and 
or 0.4% of all import costs. Papua Ne 
in 1990 from tobacco leaf exports, up 


Most cigarettes are imported from Australia and New Zealand. 


In 1987, it was estimated that 2598 people were employed in tobacco 
manufacturing, in addition to 2362 tobacco farmers. The first tobacco 
manufacturing plant owned by a multinational company was opened in Papua 
New Guinea in 1963. Since then, several other tobacco manufacturing 
plants have been established. The latest cigarette factory was built in 1993. 
Although most tobacco factories rely primarily on imported tobacco, commercial 
growing also receives support from the multinational tobacco companies. 


TOBACCO CONSUMPTION 


The fotal annual consumption of tobacco increased from 573 to 1800 metric 
tonnes from 1960 to 1979. This was accompanied by a corresponding 
increase in per capita consumption. Demand for imported manufactured 
cigarettes increased at an average annual rate of 12% between 1947-48 and 
1962-63. Between 1970 and 1984, the proportion of smokers using commercial 
tobacco increased from 28% to 93%. 


In 1970, the prevalence of smoking was 55% among adult males and 47% 
among adult females. A national survey done in 1990 revealed an overall 
prevalence rate of 37%, with 46% of adult males and 28% of adult females 
smoking regularly. In 1989-90, 25% of males and 21% of females were ex- 
smokers. 


The 1990 survey indicated the following smoking rates among different 
population subgroups: 
Prevalence 


Population 
Subgroup 
[Students 


Working at home or in the garden 51% 


Source: 1990 Health Department Research Report 


Smoking 


Only 2% of doctors smoked in 1990. 
Earlier data from 1970 revealed that 60% of rural Highland males and 51% 


of females were smokers. A follow-up survey in 1984 showed a decreased 
prevalence among this subgroup, with 48% of the males and 34% of the 
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females smoking. 


Among youth, the 1990 data revealed that for those aged 10 to 15 years, 
22% of males and 18% of females were daily smokers. Of all smokers, 14% 


were below 16 years of age. 


Recent observations indicate that smoking prevalence appears to have 
increased among all population subgroups, with the greatest increases noted 
among women and youth. Quantitative data to support these observations 
are unavailable as a follow-up to the 1990 national prevalence survey has 
yet to be carried out. 


HEALTH CARE COSTS FROM TOBACCO USE 


Tobacco is a contributing factor for at least two of the five leading causes of 
mortality. 


Leading Causes of Death, 1994 


1. Pneumonia 

2. Perinatal conditions 

3. Malaria 

4. Meningitis 

5. Heart and pulmonary conditions 


Source: WHO-WPRO Health Data Bank 1998 Revision 


Between 1958 and 1970, lung cancer was reportedly uncommon in Papua 

New Guinea. However, in recent years, increases in smoking-related illnesses, 
especially lung cancer, have been observed. Between 1975 and 1979, age- 
standardized cancer mortality rates were 0.4 for males and 0.3 for females. 


TOBACCO CONTROL MEASURES 


Control of Tobacco Products 

Papua New Guinea led the way among the Pacific Island countries in the 
1980s with the establishment of the National Anti-Smoking Committee in 
September 1981. This organization was instrumental in spearheading an 


anti-smoking movement that led to passage of the Tobac 
Control) Act of 1987. g co Products (Health 


pis: Act made provisions for banning tobacco advertising, sales to minors 
and vending machine sales. While tobacco advertising is prohibited in print 


(70) 
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and broadcast media, parallel advertising and sponsorship of events by 
tobacco companies are still allowed. 


All cigarette packets must carry three health warnings that cover at least 
40% of the front of the packet. Tar and nicotine levels must be printed on 


all cigarette packets. 


In 1990, a 10% increase in tobacco tax was associated with an estimated 
7.1% fall in the demand for cigarettes and a 5% decrease in the demand fo 


tobacco. 


Protection for Nonsmokers 

The 1987 Act prohibited smoking in many public places, including hospitals 
health premises and public transport vehicles. On March 5 1988, the Ministe 
for Health, pursuant to Section 10 of the Tobacco Products Act, gazetted 
notice that beginning on 6 May that year, it would be against the law to smok 
in cinemas and theatres, and on domestic flights of a scheduled airline. 
Other public areas where smoking was prohibited included all national anc 
provincial offices and all offices and buildings (excluding staff quarters) of a 
schools, colleges and universities. In 1989, the Government released nev 
General Orders reinforcing the ban on cigarette smoking, betel nut chewin 
and beer drinking on all government premises. 


Health, Education and Advocacy : 

Much of the gains in Papua New Guinea's tobacco control laws were drive 
by intensified efforts in education and advocacy by the Department of Healt 
and the National Anti-Smoking Committee. The Papua New Guinea Medics 
Society spearheaded the creation of this Committee in 1981. Since that tim 
numerous educational and advocacy campaigns have been developed an 
implemented by this Committee. 


By 1989-1 990, it became clear that the educational efforts of the Anti-Smokin 
Committee and the Department of Health were having an impact. Evidenc 
collected during the national survey on tobacco use indicated a decrease | 
smoking prevalence. Also, of those ex-smokers surveyed, 33% had stoppe 


because “smoking gives you cancer" and another 37% cited a health-relate 
reason for quitting smoking. 


pods No-Tobacco Day is celebrated annually. Medical societies and pub! 
and private groups and individuals are involved in health education activitie 


RECEPTIVENESS TO THE FCTC 


Papua New Guinea led the way among the Pacific Island countries in national 
tobacco-control efforts in the past. The challenge for Papua New Guinea lies 
in comprehensive implementation of the Tobacco Products (Health Control) 
Act and in increasing the breadth of coverage of tobacco control measures 
despite the considerable influence of multinational tobacco companies. The 
Act requires revision, and is currently under review by the Office of the 
Secretary of Health. Smoking prevalence data needs updating. 


Preparedness for the FCTC 


Participation in other International 
Health-related Treaties 


* National Plan of Action for Tobacco Control 
~ National Coordinating Body for Tobacco Control 
x NGOs for Tobacco Control! 


Independent Media 


PHILIPPINES 


Dendrobium 
Population 1995 2025 
Total 70 267 000 104 522 000 
Adult (15+) 44 268 210 78 642 000 
Health Status 
Life expectancy at birth (1999) 65.7 (males) 


68.9 (females) 


Infant Mortality Rate (1995) 48.9 per 1000 live births 


GDP per capita, 1995 US$ 1089 


Smoking Prevalence, estimates 


Adults (15+) 53.8% 33% 


Sources: *1999 National Nutrition Survey 
**1995 National Smoking Prevalence Survey 


TOBACCO PRODUCTION, TRADE AND INDUSTRY 


Tobacco ranks among the top ten agricultural crops in terms of production 
value. Tobacco accounts for about 1.2% of total crop production value, or 
0.65% of toial agriculture production value. The National Tobacco Authority 
of the Philippines reported that, as of 6 October 1999, 40 297 hectares of 
arable land were devoted to the cultivation of tobacco: 23 347 hectares (58% 
of total) were used to grow Virginia tobacco, 9 752 hectares (24%) were 
being used to grow native tobacco and 7 198 hectares (18%) were being 
used for Burley tobacco. A total of 62 417 farmers were involved in tobacco 
cultivation in 1999. 


The average annual volume of production based on figures for 1996-1998 
is 66.189 million kg, with an average annual value of PhP 2.231 billion. 
Tobacco provides an average annual revenue to the government of PhP 
21.093 billion pesos. Seventy-five per cent of this income derives from excise 
taxes from cigarettes and cigars. 


Seventy-eight per cent of aromatic tobacco (Virginia and Burley) grown in 
the Philippines is used by the local market. The domestic market is dominated 
by two companies, one of which is the local subsidiary of a multinational 
firm. 


In contrast, 70% of native tobacco, totalling approximately 8.5 million kg, Is 
exported, primarily to Japan (29%), Spain (23%) and France (17%). Native 
tobacco is used for cigar and native/dark cigarettes. 


TOBACCO CONSUMPTION 
Manufactured cigarettes are the most popular form of tobacco product. 


The 1995 National Smoking Prevalence Survey revealed that 33% of adults 
over 18 were regular smokers. Smoking was three times more prevalent 
among men than among women. Smoking prevalence derived from the Fifth 
National Nutrition Survey in 1999 approximates 33% among adult Filipinos 
According to this database, 13% of the population are ex-smokers 


The 1995 survey showed a smoking rate of 4% among youth aged 7 to 17, 

with 10% having smoked at least once. The 1999 projections of Dans et al 
indicate a smoking prevalence of 30% among urban children, with the majority 
taking up the habit between the ages of 13 and 15. 

According to a 1987-88 survey among population subgroups, 63% of males 
and 37% of female physicians were smokers. Thirty-eight per cent smoked 
in front of their patients, and only 59% advised patients on the ill-effects of 


HEALTH COSTS FROM TOBACCO USE 


Tobacco contributes to four of the five leading causes of death, and could 
potentially complicate the fifth leading cause of death. 


Leading Causes of Death, 1995 
OOo 
1. Diseases of the heart 

2. Diseases of the vascular system 

3. Pneumonia 

4. Malignant neoplasms 

5. Tuberculosis 


Source: WHO-WPRO Health Data Bank, 1998 Revision 


A monograph from the University of the Philippines reported in 1999 that a 
quarter of a million Filipinos were suffering from diseases caused by smoking. 
Eighty per cent of these were males in their productive years. An estimated 
5% of these cases will die from their smoking-related diseases. Approximately 
PhP 27 billion will be spent on health care, PhP 1 billion will be lost due to 

decreased productivity and PhP 18 billion will be lost due to premature death. 


TOBACCO CONTROL MEASURES 


The Philippines needs to translate its vigorous efforts in education and 
advocacy into meaningful tobacco control legislation and policy. In 1999, a 
Tobacco Control Secretariat was created within the Department of Health. 
In collaboration with the private sector, the Secretariat has developed a 
national action plan that includes among its strategies the development and 
dissemination of a Smoking Cessation Manual and the establishment of a 


Communication Center for Tobacco Control at one of the leading hospitals 
in Quezon City. 


Several proposed legislative bills are scheduled for discussion in both the 
Upper and Lower Houses within the next year. However, the tobacco industry 


has a strong political and economic lobby. Political forces need to be mobilized 
to support tobacco control. 


Control of Tobacco Products 
ane the Philippine Medical Association, the Tri-Chest Societies, and the 
ilippine Heart Foundation established a National Coalition on Tobacco 


Control. In the same year, the then ilippi 
' ear, -government-owned Philippine Airlines 
introduced a nonsmoking policy on all domestic flights. “i 


While there have been numerous anti-tobacco bills filed, only the Consumer 
Act of 1992 has been passed. This Act contains provisions for mandatory 
health warnings on all cigarette packets. 


There are no laws prohibiting cigarette sales to minors. Many vendors of 
cigarettes are, in fact, children. Tobacco advertising and sponsorship of 
events is allowed. The tobacco industry has, at various times, funded political 
campaigns, hospital units and training grants for physicians. When the South 
East Asian Games were held in Manila in 1991, a massive regional campaign 
led by health professionals and tobacco control advocates succeeded in 
preventing tobacco sponsorship of the event. : 


The only recorded litigation filed against the tobacco industry was filed by 
the widow of a jeepney driver who died of lung cancer in 1998. 


Protection for Nonsmokers 

The Philippine Clean Air Act includes a prohibition on smoking in enclosed 
public spaces, which is to be implemented by the Local Government Units. 
In 1995, all public and private educational institutions were mandated to 
become smoke-free. Smoking is voluntarily banned at many hospitals and 
health facilities as will as in some workplaces. 


City and municipal ordinances in various areas prohibit smoking in cinemas 
theatres and other enclosed public spaces. All medical conventions are 
officially smoke-free. 


Health Education, Media and Advocacy 
World No-Tobacco Day is celebrated annually. Other health education 
programmes exist, both through government and NGO facilities. The Medic 


in the Philippines, however, is heavily dependent on tobacco advertisements 
for revenue. 


In 1994, the Department of Health launched the "Yosi Kadiri" ("Yucky Smoker’ 
Campaign, which was highly successful in drawing public attention to the 


hazards of smoking. This campaign is being revived in 2000 as the "Yosi 
Kadiri 2" or YK2 campaign. 


The WHO-supported "It's OK to Say You Mind" campaign, targeted at 
Empowering nonsmokers to speak up and defend their right to clean air, wa 
launched in the Philippines in October 1999. The campaign test period ende: 
in February 2000. Pre- and post-campaign surveys to evaluate the 
effectiveness of the campaign were carried out by an independent researc! 


firm; results showed that a televised 
Campaign can h | 
and behaviour of smokers. iis elp to change the attitude: 


RECEPTIVENESS TO THE FCTC 


The challenge to tobacco control in the Philippines lies in overcoming the 
political and economic lobby of the tobacco industry. Legislation and national 
policy need to be developed and successfully adopted. Implementation and 
enforcement will determine the success of tobacco control initiatives. The 


Department of Health, together with NGOs, is playing a pivotal role in pushing 
tobacco control on to the national agenda. 


Preparedness for the FCTC 


r 


Participation in other International 
Health-related Treaties 


= National Plan of Action for Tobacco Control 


National Coordinating Body for Tobacco Control 


s NGOs for Tobacco Control 


Independent Media 


REPUBLIC OF KOREA 


Mugunghwa 
Population 1995 2025 
Total 45 093 000 54 418 000 
Adult (15+) 34 541 238 44 099 000 


Health Status 

Life expectancy at birth (1997) 70.56 (males) 
78.12 (females) 
Infant Mortality Rate (1996) 7 per 1000 live births 


GDP per capita, 1995 US$ 10 076 


Smoking Prevalence 


Youth (High school students) 32.6% 


Sources: 1997 WHO TOH Report and Report from 
Korean Association of Smoking and Health 


TOBACCO PRODUCTION, TRADE AND INDUSTRY 


devoted to tobacco cultivation, down from 27 


S were 
te aie all arable land is used for growing tobacco. 


160 in 1997. A total of 1.6% of 


In 1997, 54 400 tonnes of unmanufactured tobacco were produced, comprising 
0.9% of the world total. In the same year, the Republic of Korea imported 11 
830 tonnes of unmanufactured tobacco, constituting approximately 1% of all 
global imports. A total of 2590 tonnes were exported in that year, comprising 
0.3% of all global exports. One year later, in 1998, production of 
unmanufactured tobacco increased to 55 534 tonnes. 


In 1997, the Republic of Korea's cigarette production (96 795 million pieces) 
accounted for 1.7% of the world production. In the same year, the country 
imported 1647 million cigarettes (1.3 % of global imports) and exported 2030 
million cigarettes (almost 0.1% of global exports). 


In 1995, the governments the Republic of Korea and the United States of 
America successfully renegotiated the terms outlined in the 1988 Record of 
Understanding, enabling the Korean Government to decide policies related 
to the advertising and sales of tobacco products, and the imposition of taxes 
and other levies. 


The cigarette market is dominated by the state tobacco company, Korea 
Tobacco and Ginseng Corporation. Until the mid-1980s, foreign cigarettes 
were banned in the Republic of Korea. The ban was lifted in 1986, allowing 
foreign companies to acquire up to 10% of the market. Tax concessions, 
tax reductions and free distribution of cigarette samples were allowed. 
However, by 1993, foreign brands had captured just 6% of the market. 


A total of 7500 people were engaged in full-time tobacco manufacturing in 
1989. The total revenue from tobacco taxes was US$ 2.1 billion in 1991. 
Taxes constituted 60% of the retail price of a pack of cigarettes in 1995. In 
2000, taxes on cigarettes were increased and now constitute 68.2% of the 
retail price of a pack of cigarettes. 


TOBACCO CONSUMPTION 


Cigarettes are by far the predominant form of tobacco used in the Republic 
of Korea. Annual adult per capita consumption increased from 1967 (1800 


sticks) to 1992 (3050 sticks.) 


A survey done in 1980 found that 69.6% of adult males and 4% of adult 
females smoked. As of 1989, total prevalence among adults was 36.4%, 
with 68.2% of adult males and 6.7% of adult females smoking. A more recent 
report from the Korean Association of Smoking and Health indicates that 
65% of adult males and 4.4% of adult females are current smokers 


Smaller surveys appear to indicate that cigarette smoking among children 
is rising. The 1989 data revealed a prevalence of 16% among 10-14 year- 
olds, with 16% of the girls and 12% of the boys smoking daily. Data from 
Suh Il, et al in 1998 showed that among high-school students, cigarette use 
was 23.9% in 1988 but increased to 35.3% in 1997. 


HEALTH COSTS FROM TOBACCO USE 
Tobacco is a contributing factor for two of the five leading causes of death. 


Leading Causes of Death, 1998 


—_—_——— eee a a—oo—m—™—= 
4. Cerebrovascular diseases 

2. Heart diseases 

3. Transport accidents 

4. Diseases of the liver 

5. Malignant neoplasms of the stomach 


Sa laa hi a 
Source: Ministry of Health data, as reported by the Korean Association of Smoking and Health 


in 1998, the Ministry of Health estimated that about 9583 people died from 
lung cancer (20.6/100,000). Lung cancer rates appear to be increasing 
among the Korean population. 


TOBACCO CONTROL MEASURES 


The Republic of Korea passed the Health Promotion Act in 1995. Several 
tobacco control initiatives have been started by both the public and private 
sectors. The Korean Association on Smoking and Health, an NGO established 
in 1988, is active in public health education and tobacco control advocacy. 
Efforts need to be directed towards strengthening price disincentives and 
increasing taxes on tobacco products. 


Control of Tobacco Products 

The Korean National Health Promotion Act of 1995 was implemented in 
September 1995. This act provided for a number of tobacco control measures 
such as bans on advertising in print media and on the radio and television } 
and a restriction on vending machine sales. The Adolescents Protection Act 
which bans the sale of tobacco product to youths and adolescents under the 
age of 19, was passed in July 1999. The Act also specifies strict measures 
to reduce youth access to tobacco products. The Korean Health Promotion 


Act regulates cigarette vending machines, and prohibits their location in areas 
where adolescents have access. 
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Cigarette packets have to carry a health warning on the front and back . The 
Act encourages regional governments to establish smoking cessation 
programmes. Revenues from cigarette taxes (approximately 9 billion won 
per year) are channelled into the Health Promotion Fund to support health 
activities, including tobacco control. 


Protection for Nonsmokers ; 
The 1989 Public Hygiene Act provides for some smoke-free areas. Smokin: 
is banned in hospitals and health facilities and on public transportation, excef 
on trains with designated smoking cars. The 1995 Health Promotion Act 
empowers the Ministry of Health and Welfare to designate nonsmoking area 
in public buildings. Smoking is partially banned in the workplace and in 
government offices. 


Asiana Airlines banned the sale of duty free cigarettes in 1994. In 1995, it 
banned smoking on all its flights. 


Health Education, Media and Advocacy 

World No-Tobacco Day is celebrated annually. Other health education 
programmes exist. NGOs, such as the Consumer Union of Korea and the 
Korean Association on Smoking and Health, play a pivotal role in anti-smokir 
education and advocacy. The Health Promotion Section, Bureau of Publi 
Health Promotion and the Ministry of Health and Welfare indirectly suppor 
these NGO programmes. 


RECEPTIVENESS TO THE FCTC 


The Republic of Korea has some of the key elements for successful tobacc 
control. Its legislation is strong in several areas, but it needs to emphasiz 
price disincentives and increased taxation to reduce the demand for tobacc 
particularly among adult males. NGOs are active in tobacco control advocac 
The Ministry of Health takes a lead role in promoting smoking prevention 
and cessation. It recently organized an interministerial institution consistir 
of representatives from the Ministries of Economy, Foreign Affairs, Educatio 
and Agriculture, as well as the Adolescents Protection Committee, to serv 
as the designated national coordinating body for the FCTC. The body has 
met twice and is preparing for the Framework Convention. The Republic « 
Korea has a number of the elements for tobacco control in place, but it nee 
to ensure increasing commitment to effective strategies for tobacco contr 
to reduce the considerable rates of smoking among its people. 


Preparedness for the FCTC 
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‘Participation in other International 
Health-related Treaties 


National Plan of Action for Tobacco Control 


‘National Coordinating Body for Tobacco Control 


= NGOs for Tobacco Control 


Independent Media 
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SAMOA 


Dendrobium 
Population 1998 2025 
Total 168000 na 
Adult (15+) 99792 na 
Health Status 
Life expectancy at birth (1998) 65.4 (males) 


71.9 (females) 


Infant Mortality Rate (1998) 25 per 1000 live births 


GDP per capita, 1996 US$ 890 


Source: Demographic and Health Survey, 1999 


Smoking Prevalence, 1994 
Young Adults (15-34), 33.9% 
Urban 


Source: 1994 Study on Urban Youth by UNDP and Statistics Department 


TOBACCO PRODUCTION, TRADE AND INDUSTRY 


12.7% 23.7% 


No tobacco is grown commercially in Samoa. However, small amount of 
tobacco is grown by farmers for local consumption. 


In 1997, import costs of cigarettes amounted to US$ 29 222.85, down from 


US$ 146 110 in 1996. A total of 21 296 million cigarettes and 847 Ibs of 
unmanufactured tobacco were exported in 1997, compared with 48 264 
million cigarettes and 770 Ibs. of unmanufactured tobacco in 1996. By 
October 1998, tobacco exports had already exceeded the 1997 total. 


The Samoan Tobacco Company, of which a major multinational company 
has 60% ownership and the Samoan Government 40% ownership, began 
production in 1979. In 1998, 34 persons were employed full time in tobacco 
manufacturing. 


An ad valorem excise duty is applied to cigarettes and tobacco at a rate of 
160% of the retail selling price. This amounts to US$ 120.02 per kilo of 
tobacco. At the point of sale, a retail tax of 10% is levied on cigarettes. 


A packet of domestic cigarettes retails for SAT$ 4.60 while imported brands 
cost approximately SAT$ 5.80. In comparison, the minimum wage is 
SAT$ 1.25 per hour. A worker earning the minimum wage would have to 
work for 3.3 hours each day to support a one-pack-a-day smoking habit. 


TOBACCO CONSUMPTION 


Manufactured cigarettes are the predominant form of tobacco consumed. 
The 1994 Apia Urban Youth Survey on smoking prevalence among urban 
youth and young adults aged 15-34 revealed a rate of 33.9% among males 
and 12.7% among females. Among the subjects included in the survey, daily 
cigarette consumption averaged about 14.5. In 1994, approximately 24% 
of male doctors, 41% of nurses and 22% of dentists smoked. 


HEALTH COSTS FROM TOBACCO USE 


There are no studies available to estimate the impact of tobacco use on 
mortality and morbidity. Tobacco is a likely contributing factor for two of the 
five leading causes of death. 


Leading Causes of Death, 1998 


1. Diseases of the circulatory system 

2. Diseases of the respiratory system 

3. Infectious and parasitic diseases 

4. Certain conditions originating in the perinatal period 

5. Injuries, poisoning and certain other consequences of external causes 


Source: 1997-1998 Samoa Department of Health Annual Report 
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TOBACCO CONTROL MEASURES 


Control of Tobacco Products 

Tobacco legislation has been submitted to the Cabinet and is awaiting 
approval. Legislation to increase tobacco taxation and establish a National 
Health and Fitness Board with this tax is pending. Cigarettes are supposed 
to be sold only in packs of 20, but single stick sales occur. There are no 
restrictions on advertising, sponsorship or other promotional activities by the 
tobacco industry. Maximum allowable levels of toxic substances in-cigarettes 
are not set by law. 


Health warnings are not required by legislation but are placed voluntarily by 
the manufacturer. The language used is English, which is the primary language 
of less than 10% of the population. 


Protection for Nonsmokers 

The Department of Health initiated a smoke-free policy within its premises 
in 1990. In 1992, a number of workplaces voluntarily opted to become smoke- 
free. Arecent study, done in May 1999 and covering the Apia Town area, 
revealed that 78% of 50 workplaces had been designated as smoke-free. 


Because of the Health-promoting Schools initiative, strategies to completely 
phase out smoking among staff, students and visitors to schools have been 
implemented in Samoan schools. 


Polynesian Airlines observes a smoke-free policy on all flights. 


Health Education, Media and Advocacy 

World No-Tobacco Day is celebrated annually on 31 May, preceding Samoan 
Independence Day on 1 June. Various activities, such as sports tournaments 
college debates and youth workshops, are utilized to promote tobacco control. 
The use of popular athletes like Michael Jones (rugby) and David Tua (boxing) 


to advocate against tobacco is an effective strategy that has been utilized 
on numerous occasions. 


The Health Education and Promotional Services have been active in advocating 
anti-tobacco messages since the mid-1980s. Radio and television spots are 


used to deliver these messages. D ion is i i 
. Drug education is integrated into the sci 
curriculum of most schools. ‘ rs 


© 


RECEPTIVENESS TO THE FCTC 


The national coordinating body for tobacco control is the government- 
established Tobacco or Health National Council. The development of this 
entity was facilitated by a WHO-sponsored Workshop on Health Legislatior 
in 1992. The Council is composed of 19 government and nongovernmenta 
organizations interested in tobacco control. Tobacco control efforts have 
emphasized education, health promotion and advocacy. There are efforts 
to strengthen tobacco control legislation, although much needs to be done 
in the areas of advertising and sponsorship bans, proper labelling of tobacc: 
products, prohibitions on tobacco sales to minors and protection of nonsmokers 
Data collection to establish current smoking prevalence and tobacco use 
patterns is needed. 


Preparedness for the FCTC 
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z Participation in other International 


Health-related Treaties 


National Plan of Action for Tobacco Control 


‘National Coordinating Body for Tobacco Control 


NGOs for Tobacco Control 


Independent Media 


SINGAPORE 


Vanda 
Population 1998 2016 
Total 3 163 500 3 355 000 
Adult (15+) 2 451 900 2 769 000 


Health Status 
Life expectancy at birth (1998) 75.2 (males) 
79.3 (females) 


Infant Mortality Rate (1998) 3.8 per 1000 live births 


US$ 38 169.50 


Adults (18+) 26.9% 15.0% 
Youth (18-19) 20.0% 12.2% 


Sources: National Health, Ministry of Health, 1998 


TOBACCO PRODUCTION, TRADE AND INDUSTRY 


GNP per capita, 1998 


Smoking Prevalence, 1998 


No tobacco is grown in Singapore. 


th 
In 1998, 53 279 538 kg of manufactured cigarettes wor 
S$ 4 974 132 000 and 10 206 kg of unmanufactured tobacco worth 


S$50 000 were exported from Singapore. During the same year, 45 263 821 
kg of unmanufactured cigarettes worth S$ 1 493 946 000 and 17 744 492 


kg of unmanufactured tobacco worth S$ 92 991 000 were imported into the 
country. 


TOBACCO CONSUMPTION 


In Singapore most tobacco is consumed as manufactured cigarettes. Other 
forms of tobacco used include native ("roll- your- own") tobacco, bidis, pipe 
tobacco, cigars and snuff tobacco. 


Cigarette and Tobacco Imports, 
1995-1998 (Kg) 
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Source: 1998 TOH Questionnaire 


Cigarette and Tobacco Exports, 
1995-1998 (Kg) 
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in 1998, 3322.7 tonnes of cigarettes were sold in Singapore. This represents 
4 decrease from previous years. In the same year, per capita consumption 
of cigarettes among persons aged 15 and over averaged 1.35 kg. 


Ministry of Health data from 1998 indicated that 26.9% of adult males and 
3.1% of adult females were current smokers. While the female rate was 
among the lowest in the world, these figures represent a marked increase 
from a 1.8% prevalence in 1987. Among adolescents aged 18-19, tobacco 


use among boys was 20% while among girls, the rate of smoking was 3.7%. 


While total adult smoking prevalence was 15% in 1998, the rates differed 
significantly between ethnic groups. Tobacco use was highest among Malays, 
with a total smoking prevalence of 23.5%. Indians had a smoking prevalence 
of 15.9% , and Chinese Singaporeans had a rate of 13.6%. 


These numbers reflect a considerable decrease from the 1970s, when 42% 
of Singaporean men and 4.5% of Singaporean women smoked. 


Prevalence of Regular Smoking by 


Ethnic Group 
[etic Group [Wales [Females [Total | 


Source: Epidemiology and Disease Control Department, Ministry of Health, 1998 


HEALTH COSTS FROM TOBACCO USE 


The National Health Education Department of Singapore has calculated that 
about 18.2% of deaths are attributable to smoking. Tobacco contributes to 
four of the five leading causes of death. 


Leading Causes of Death, 1998 


1. Cancer (all types) 

2. Heart diseases 

3. Pneumonia 

4. Cerebrovascular disease 
5. Accidents 


Source: Health Facts Singapore, 1998 
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Smoking-related diseases such as coronary heart disease, lung cancer, 
bronchitis, emphysema and chronic obstructive pulmonary disease are 
responsible for more than 2600 deaths among Singaporeans each year, Or 


7 deaths a day. 
TOBACCO CONTROL MEASURES 


Singapore is a leader in tobacco control within the Western Pacific Region. 
Efforts to curb tobacco use can be traced back to the 1970s. The National 
Smoking Control Coordinating Committee was set up in September 1986. 
The committee, chaired by the Minister of Health, was established to formulate 
policies, coordinate activities and monitor the smoking control programme. 
Its membership is multisectoral and includes different government ministries 
trade unions and private sector employers. The committee's long-term plan 
the National Smoking Control Programme, was launched in December 1986 
The overall objective is to decrease smoking in Singapore. In 1996, a Civi 
Committee on Smoking Control, comprising of members from the private 
sector, youth organizations, self-help groups, the media and health 
professionals, was formed to provide policy direction and to review campaig! 
strategies. 


Control of Tobacco Products 

Sales of tobacco products to minors under the age of 18 are banned. Vendin 
machine sales are not allowed. Likewise, sales of single cigarettes, smokeles 
tobacco and the distribution of free cigarette samples are prohibited. All 
tobacco retailers are required to have a license to sell tobacco products. 
Retailers need to verify that buyers are 18 years or older before making a 


sale. They are not allowed to employ individuals under 18 years as sales 
persons. 


There is national legislation that prohibits print, radio, television and outdoc 
tobacco advertising as well as indirect promotion of tobacco products by 
tobacco companies. Legislation also restricts sponsorship of events by 


tobacco companies except in instances when permission is granted by the 
Minister of Health. 


Tar and nicotine limits are set by the Government at 15 mg and 1.3 mg 
respectively. Health warnings are mandated by law. These are written in 


English, which is the official language in Sin 
gapore. Health warnings occ 
20% of the front and back of cigarette packets. : . 


Taxes on tobacco products have been incre 

ased gradually since 1972. 
ai on tobacco and tobacco products include excise taxes at S$ 150/k 
: ee The average cost of a pack of 20 cigarettes is S$ 6.20: taxe 
ake up approximately 44.7% of the retail price. No portion of these taxes 


is channelled towards tobacco control activities. However, the Ministry of 
Health allocates about S$ 3 million a year to fund tobacco control activities. 


Protection for Nonsmokers 


International flights into and out of Singapore are smoke-free, in line with the 
recommended International Civil Aviation Organization Policy. 


Smoking is banned by national legislation in all air-conditioned public buildings, 
including hospitals, health care facilities, indoor workplaces, food establishments 
and public transport. Other smoke-free areas include educational institutions, 
underground pedestrian walkways and lifts. The Ministry of Education 
supports a total smoking ban in all educational institutions which was put in 
place by the Ministry of the Environment in 1997. 


Health Education, Media and Advocacy 

Smoking education started in 1979 when the Ministry of Health launched a 
national campaign highlighting smoking as a risk factor for lung cancer and 
heart disease. Presently, public education on tobacco control is programmed 
throughout the year. A month-long campaign is held annually to coincide 
with World No-Tobacco Day. 


Since 1984, tobacco control education has been incorporated into community- 
based, workplace-based, health facility-based and school-based programmes. 
Smoking cessation programmes are available through hospitals, health care 
agencies, NGOs and cancer prevention/health promotion groups. 


In 1997 and 1998, the National Smoking Control Campaign utilized "When 
you care, they'll quit smoking” as its theme. Nonsmokers were encouraged 
to support their loved ones to quit smoking. 


In 1999, Singapore adapted the Australian National Tobacco Media Campaign 
with versions in English, Mandarin, Malay and Tamil. 


RECEPTIVENESS TO THE FCTC 


Singapore exhibits all of the criteria that herald receptiveness to st FCTC. 

It has a tradition of supporting international treaties for health, and has al | 

strong homegrown programme for controlling gies ee cc ae : 

ticipation, wit san 

strategy emphasizes multisectoral participation, oe . 
i tegies employed are compre len 

bodies both playing active roles. The stra eet 

_desianed and enforced legislative initiatives. 
nd multipronged, including well designe 
its eliebget tobacco-advertising-free for several years. Singapore 
is likely to be a strong supporter of the FCTC. 
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SOLOMON ISLANDS 


Cadetia 
Population 1997 2025 
Total 425 488 844 000 
Adult (15+) 225 509 563 000 
Health Status 
Life expectancy at birth (1995) 63 (males) 


65 (females) 


Infant Mortality Rate (1995) 38 per 1000 live births 


GNP per capita, 1992 US$ 560 


Females 


Smoking Prevalence, 1989 


Adults* (15+) a 


Source: National Nutrition Survey, 1989 


TOBACCO PRODUCTION, TRADE AND INDUSTRY 


In 1990, 92 hectares were devoted to tobacco cultivation, the same as in 


1985, representing 0.2% of all arable land. Most of this was not grown 
commercially, but was for the farmers' personal use. 


Between 1984-1988, an average of 158 000 kg 
were imported annually, mostly from Australia. 


of tobacco and cigarettes 
Import costs of tobacco and 


Cigarettes in 1990 amounted to US$ 880 000 or 0.6% of all import costs 
Export earnings were negligible. The Solomon Island Tobacco Company 
was established in 1993 for tobacco manufacturing. 


In 1996, trade in tobacco products amounted to SI$ 37.6 million. SI$ 1.7 
million went to excise taxes, representing 4.5% of total government revenue. 


The price of a packet of 20 cigarettes is approximately US$ 2.10. This is 
equivalent to approximately 25% of the average daily income of urban 
Solomon Islanders. The recent price increase is due to the increase in import 
duties on tobacco products. 


TOBACCO CONSUMPTION 


Only data relating to female prevalence are available. Data from the National 
Nutrition Survey on 5433 females indicate that in 1989, 23% of adult women 
smoked. 


In this survey, no distinction was made between cigarette, tobacco or pipe 
smoking. Pipe smoking was relatively common among older women. Tobacco 
use was most common in Central province (45%), Temotu (40%) and among 
Polynesian (38%) and Micronesian (55%) women. Smoking was least 
common for Makira (10%), Western (13%) and Honiara (urban-15%) women. 
Both cigarette smoking and betel nut consumption increased with age. 


A small survey done in 1999 at the National Referral Hospital Outpatient 
Department showed the 45% of adult outpatients smoked 


HEALTH COSTS FROM TOBACCO USE 


There are no available studies on the health impact of tobacco use. Chronic 
bronchitis is a common clinical condition. In 1987, lung cancer was the fifth 
most commonly encountered cancer. Smoking contributes to the leading 
cause of death. 


Leading Causes of Death, 1995 


1. Respiratory diseases 
2. Diarrhoeal diseases 
3. Malaria 


—————— 
Source: WHO-WPRO Health Data Bank, 1998 Revision 


TOBACCO CONTROL MEASURES 


Although there is no national tobacco control programme and no national 
coordinating unit, there have been recent developments towards the creation 
and passage of a tobacco control bill. 


Control of Tobacco Products na 

Cigarette advertising and sponsorship of sports Is widespread. There are 
currently no prohibitions on sponsorships, promotional activities or sales to 
minors. 


In 1991, Parliament passed a bill to ban tobacco advertising on the radio. 
During the same year, the Town Council of Honiara requested removal of 
all tobacco advertising along the main street. This was effective for a few 
years but, in the absence of national legislation, outdoor advertising continues. 


Recently the Solomon Islands Cabinet approved a draft of the Solomon 
islands Tobacco Products Control Act. The draft contains provisions for a 
total ban on advertising and promotion, labelling requirements and the 
establishment of smoke-free public areas. The Ministry of Health is preparing 
the bill to be tabled during the April/May 2000 session of Parliament. 
Regulations are currently being drafted. 


Tax on tobacco is low, although the tax on imported tobacco was increased 
in 2000. The level of tax on locally manufactured tobacco products is lower 
than that on imported versions. This is an arrangement with the Solomon 
Island Tobacco Company. 


Protection for Nonsmokers 

There are partial restrictions on smoking in hospitals and health facilities, 
government offices and the workplace, and in public transport. However, 
no-smoking bans on public transport are not always enforced. Since 1993, 


all flights into and out of Solomon Islands on Solomon Airlines have been 
smoke-free. 


Health Education, Media and Advocacy 
World No-Tobacco Day is celebrated annually. There-are additional health 


programmes available. In 1991, the first South Pacific Workshop on Tobacco 
and Cancer was held in Solomon Island's capital, Honiara. 


RECEPTIVENESS TO THE FCTC 


sient Islands Is in the process of formalizing legislation to strengthen 
obacco control. If they succeed in passing the Tobacco Products Control 
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Act, then a crucial step in 
within the FCTC will have 
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the implementation of the strategies contained 
been accomplished. Updated information on 
smoking prevalence and patterns of tobacco use is needed. 


TOKELAU 


Frangipani 
Population 1996 2025 
Total 1500 1600 
Adult (15+) 912 na 
Health Status 
Life expectancy at birth (1996) 68 (males) 


70 (females) 


Infant Mortality Rate (1995) 30 per 1000 live births 


GNP per capita, 1993 US$ 3550 


Smoking Prevalence, 1991-94 


Adults* (15+) 67.6% 


Youth** (15-29) 


Source: *WPRO Report, 1991 
**JOH Survey on Tokelau Islanders Aged 15-29 years, 1994 


TOBACCO PRODUCTION, TRADE AND INDUSTRY 


mercially in Tokelau. Tobacco is imported from the 


ncom 
lenis ah jointly owned by a multinational and the Samoan 


Samoan factory, which is 
Government. 


While imports of derby tobacco have decreased, imports of manufactured 
cigarettes are increasing. In 1997, 56 cartons of derby tobacco and 1117 
cartons of manufactured cigarettes were imported into Tokelau. By 1980, 
42 la of derby and 4540 cartons of cigarettes were brought into the 
country. 


TOBACCO CONSUMPTION 


The Tokelau Island Migrant Study, which was carried out in three rounds in 
1971, 1976 and 1982, found an increase in smoking prevalence among both 
males and females. Among young males aged 20-24, smoking increased 
from 59% in 1971 to 70% in 1982. Among women aged 45-54, 10% were 
regular smokers in 1971, compared with 41% in 1982. A later report in 1991 
revealed an overall adult smoking prevalence of 53%, with 67.6% of males 
and 42% of females regularly using tobacco. 


Data from the Tokelau Island Migrant Study indicated a smoking prevalence 
of 23% among young males aged 15-19, and 7% among similarly aged 
females in 1971. By 1982, these rates had increased to 56% and 30%, 
respectively. In 1994, the Tokelau Health Department commissioned a study 
on cigarette smoking and alcohol consumption among young Tokelau islanders 
aged 15-29. Results of this survey showed that 28.4% of respondents aged 
15-19 were regular smokers, and 90.9% had tried smoking. 


Per capita cigarette consumption rose from 3-4 cigarettes/day in 1968-1971 
to 6-10 cigarettes per day in 1994. 


HEALTH COSTS FROM TOBACCO USE 


There are no available studies on the health impact of tobacco use. Smoking 
likely contributes to three of the five leading causes of death. 


Leading Causes of Death, 1990-1995 


1. Diseases of the circulatory system 

2. Diseases of the respiratory system 

3. Neoplastic diseases 

4. \Il-defined and undiagnosed conditions 
5. Congenital anomalies 


Source: WHO-WPRO Health Data Bank 1998 Revision 
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TOBACCO CONTROL MEASURES 


Although there is no national tobacco control programme, there has been 
some initial government action against tobacco. No nongovernmental 
organizations or medical societies have yet become involved. 


Control of Tobacco Products 

There are some restrictions on tobacco advertising on radio and in print 
media, as well as on tobacco industry sponsorship. However, there are no 
prohibitions on outdoor advertising. Local regulations prohibit the sale of 
tobacco to schoolchildren. No health warnings are required by law, but all 
cigarette packets sold on the island carry a health warning. 


Protection for Nonsmokers 

There are some restrictions on smoking in hospitals and health facilities, and 
partial restrictions in government offices and the workplace. There are no 
restrictions on smoking in public transport. Since 1998, all flights into and 
out of Tokelau have been smoke-free. 


Health Education, Media and Advocacy 

World No-Tobacco Day is celebrated annually. There are additional health 
programmes available. In 1994, during World No-Tobacco Day, the 
Government increased the duty on tobacco. 


RECEPTIVENESS TO THE FCTC 


Tokelau needs to expand its current national efforts to establish a strong 
tobacco control programme. A national tobacco control plan of action is 
needed and a coordinating body for tobacco control needs to be identified. 
Legislation and a stronger taxation structure will be needed to bolster tobacco 
control efforts. Innovative education and advocacy strategies will help to 
supplement ongoing anti-smoking initiatives. Updated population-based 
information on smoking prevalence and patterns of tobacco use is needed. 
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Hibiscus 
Population 1996 2025 
Total 97 450 134 000 
Adult (15+) 58 470 na 
Health Status 
Life expectancy at birth (1995) 68 (males) 


71 (females) 


Infant Mortality Rate (1996) 18.4 per 1000 live births 


US$ 2058 


TOBACCO PRODUCTION, TRADE AND INDUSTRY 


GDP per capita, 1995 


Smoking Prevalence 


Adults (20+) 


Source: 1991 Survey, Ministry of Health 


In 1997, it was reported that less than 20 acres of land, all owned by local 
farmers, were used to grow 500 kg of tobacco for domestic consumption. 


Data on imports of tobacco products into Tonga from 1986 to las i ; 
available. Cigarette imports declined slightly after peaking In 1990, es 
93 334 kg valued at TS 1 459 630 (US$ 1 547 208) were brought into the 


country. 


In 1996, 71 849 kg of cigarettes worth T$ 1 377 018 (USS 1 435 042.68) 
were imported into Tonga. 


Importation of other forms of manufactured tobacco continue to increase, 
from 18 208 kg worth T$ 316 972 (US$ 335 990) in 1990 to 
40 088 kg worth T$ 826 166 (US$ 1 040 969.16) in 1996. 


Value of Imported Tobacco Products, 
1987-1996 (T$) 
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Most cigarettes are imported from Australia, New Zealand and Samoa. No 
tobacco is exported. 


TOBACCO CONSUMPTION 


In 1987, 99.8% of tobacco was used as cigarettes. Of these 70% were . 
manufactured while 30% were "roll-your-own". Per capita adult consumption 
of tobacco increased to 2210 per year during the mid-1990s from the 1985 
level of 1800. In 1990, the average number of cigarettes smoked per day 
was 11. 


A packet of 20 cigarettes costs approximately US$ 2.00 in 1995, representing 
0.03% of the median household income. 


A 1991 national survey on smoking prevalence revealed rates of 64.8% 
among males and 13% among females. About 5% of both male and female 
adults were ex-smokers. 


The high prevalence rate among males was noted by the age of 20-24 and 
maintained until after the age of 65, when a slight decline was noted. Among 
females, prevalence increased until the age of 70, after which it started to 
decline. 


HEALTH COSTS FROM TOBACCO USE 


Mortality rates for tobacco-related diseases showed increases in the period 
1978-1982 compared with 1956-1961. For heart disease, mortality increased 
2.8 fold, from 11.4 per 100 000 (1956-1961) to 31.6 per 100 000 (1978-1982). 
For cancer, the rate rose from 6.4 per 100 000 to 33.4 per 100 000, 
representing an increase of 5.2 fold. The Ministry of Health reported an 


increase in the death rate due to tobacco related diseases from 0.2 per 1000 
in 1965 to 1.5 per 1000 in 1998. 


Leading Causes of Death, 1996 


1. Diseases of the circulatory system 


2. Symptoms, signs and ill-defined conditions 
3. Neoplasms 


4. Diseases of the respiratory system 
5. Endocrine, nutritional and metabolic diseases 


Source: WHO-WPRO Health Data Bank. 1998 Revision 
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Comparative Death Rate due to Tobacco Related Diseases 
Source: 1998 TOH Questionnaire 


In 1998, the Ministry of Health estimated that the cost of pharmaceutical 
products used to treat tobacco-related diseases reached T$ 310 325.60 (US 
302 868.86), representing 23.37% of the country's total drug budget. 


TOBACCO CONTROL MEASURES 


On December 29, 1999, the Cabinet approved the paper "National Policy o 
Tobacco Control in Tonga". One of the recommendations of the policy wa 
to increase taxes on tobacco products by 50%. This is already being 

implemented. The Ministry of Health played a pivotal role in the developmer 
of the national policy paper. The Crown Law Office Is currently working or 


drafting tobacco control legislation for presentation to the Cabinet, the Priv 
Council and then to Parliament. 


Control of Tobacco Products 


There is no mandated minimum age of purchase. Tobacco advertising is 
prohibited on television. However, other forms of tobacco advertising and 
promotion, as well as sponsorships of events by tobacco companies, are 

allowed. Point-of-sale advertising is prominent, with approximately 600 outle 
providing display space for tobacco advertisements. 


Cigarettes Carry minimal health warnings, voluntarily placed by the manufactur 
in English. There are no bans on smokeless tobacco. Maximum allowab! 
levels of toxic substances in cigarettes are not set by law. 


Protection for Nonsmokers 


Since 1987, the Ministry of Health has banned smoking in all hospitals, health 
centres and clinics, Ministry vehicles and boats. Smoking is also partially 
banned by regulation and administrative orders in some theatres, cinemas, 


places of work, government premises, all churches and some public meeting 
places. 


Health Education, Media and Advocacy 
World No-Tobacco Day is celebrated annually. Anti-smoking health education 


is regularly aired over radio, and in films and print media. In 1990, a National 
Quit Campaign was started. 


RECEPTIVENESS TO THE FCTC 


Tonga has started to put into place some elements for tobacco control. The 
Cabinet's approval of the "National Policy on Tobacco Control in Tonga” is 
indicative of the increasing endorsement for reducing tobacco use. There 
is high-level support from the Ministry of Health for tobacco control. Tonga's 
Minister of Health was Chairperson of the First Regional Meeting of National 
Focal Persons on Tobacco or Health in August 1999. Efforts to fortify 
legislation, strengthen taxation structures, encourage advertising and 
sponsorship bans, energize education and advocacy strategies and update 
current smoking prevalence data are needed to strengthen the country's 
tobacco control initiatives. 
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TUVALU 


Frangipani 
Population 1995 2025 
Total 9500 14 000-15 000 
Adult (15+) 6175 7000-9000 
Health Status 
Life expectancy at birth (1991) 64 (males) 


68 (females) 


Infant Mortality Rate (1995) 49.8 per 1000 live births 


GNP per capita, 1994 


US$ 1640 
Smoking Prevalence, 1976 


tee Fe 


Source: 1976 Survey on smoking prevalence 


TOTAL 


23048 


TOBACCO PRODUCTION, TRADE AND INDUSTRY 


No tobacco is grown in Tuvalu. All tobacco products are imported. 


retails for US$ 7.88 (AUS 4.80). A worker 
id have to work for eight hours each day to 
g habit. No retail taxes are levied on 


A packet of imported cigarettes 
earning the minimum wage wou 
support a one-pack-a-day smokin 
cigarettes at the point of sale. 


TOBACCO CONSUMPTION 


Manufactured cigarettes are the predominant form of tobacco consumed. 
el Cigarettes are also available, using imported unmanufactured 
tobacco. 


A 1976 survey on smoking prevalence revealed a rate of 51% among males 
and 31% among females. About 5% of both male and female adults were 
ex-smokers, with females quitting at an earlier age than males. Ninety per 
cent of male smokers smoked less than 20 cigarettes daily, 9% smoked 20- 
40, and 1% smoked over 40. Among females, 96% smoked less than 20 
cigarettes and 4% smoked over 20. Updated information is unavailable. 


In 1997, 846 240 cigarettes were sold, together with 28 956 tonnes of 
manufactured tobacco. 


HEALTH COSTS FROM TOBACCO USE 


There are no studies available to estimate the impact of tobacco use on 
mortality and morbidity. Tobacco contributes to three of the five leading 
causes of death. 


Leading Causes of Death, 1996 


1. Congestive heart failure 

2. Cerebrovascular accidents 

3. Respiratory distress syndrome 

4. Stillbirths 

5. Perinatal births 

Source: WHO-WPRO Health Data Bank, 1998 Revision 


TOBACCO CONTROL MEASURES 


There is no national tobacco control programme, and no national coordinating 
body for tobacco control. 


Control of Tobacco Products | 
Tobacco products cannot be sold to schoolchildren. However, there Is no 
mandated minimum age of purchase. There are some bans on advertising 
in print media and gn the radio. There are no bans on smokeless tobacco 
and single stick sales. Neither are there restrictions on indirect advertising, 
sponsorship or other promotional activities by the tobacco industry. Maximum 
allowable levels of toxic substances in cigarettes are not set by law 


Protection for Nonsmokers : 

There are some regulations for smoke-free areas in hospitals and health 
facilities, government offices and buildings, as well as food establishments. 
The National Bank banned smoking on its premises in 1992. 


"Thank you for not smoking" signs are seen increasingly in private enterprises 
and buildings of nongovernmental organizations, including churches, the Red 
Cross and the Tuvalu Family Health Association. 


Health Education, Media and Advocacy 

World No-Tobacco Day is celebrated annually. Radio programmes frequently 
tackle smoking as a health issue. Education on the risks and hazards of 
smoking are incorporated into the secondary-school curriculum. 


RECEPTIVENESS TO THE FCTC 


Tuvalu's tobacco control efforts are modest. There is no national tobacco 
control plan of action and no coordinating body for tobacco control. Efforts 
to fortify legislation, strengthen taxation structures, encourage advertising 


and sponsorship bans and energize education and advocacy strategies are 
needed. 
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VANUATU 


Dendrobium 
Population 1999 2025 
Total 193 219 334 000 
Adult (15+) 96 000 229 000 
Health Status 
Life expectancy at birth (1995) 65 (males) 


69 (females) 
Infant Mortality Rate (1996) 41 per 1000 live births 
US$ 409 
VUV 52 300 


GNP per capita, 1994 


Smoking Prevalence, 1998 


Adults* (15+) 


Youth-Port Villa** (12-18) 


Source: *1998 National Noncommunicable Diseases Survey 
**1988 Vanuatu Youth People's Project 


TOBACCO PRODUCTION, TRADE AND INDUSTRY 


About 50-60% of local people produce and consume their own tobacco. 


The majority of smokers consume manufactured cigarettes, which are imported, 


largely from Australia. Import costs of cigarettes in 1990 amounted to 
US$ 500 000 or 0.4% of all import costs. No tobacco is exported. 


Total tobacco imports have risen since 1996. In 1998, 40 370 tonnes of 
tobacco were imported into Vanuatu at a cost of VUV 139 200 329. 


TOBACCO CONSUMPTION 


A 1999 report states that the majority of the population prefer imported 
manufactured cigarettes, although some people from the mountainous regions 
of the country grow and consume their own tobacco. 


The 1998 National Noncommunicable Diseases Survey reported a smoking 
prevalence of 49% among adult males and 5% among adult females. In 
1997, social research from the Young People's Project, Vanuatu Cultural 
Centre, revealed a smoking rate of 58.2% among Vanuatu boys aged 12- 
18, and 17.7% among similarly aged girls, in Port Villa. These are among 
the highest reported rates for tobacco use among youth worldwide. 


HEALTH COSTS FROM TOBACCO USE 


There are no available studies on the health impact of tobacco use. Smoking 
contributes to four of the five leading causes of death. 


Leading Causes of Death, 1995 


1. Circulatory diseases 

2. Neonatal conditions 

3. Malignant neoplasms 

4. Bronchitis, emphysema and asthma 
5. Liver disease 


Source: WHO-WPRO Health Data Bank 1998 Revision 


TOBACCO CONTROL MEASURES 


Vanuatu has begun to emphasize the importance of tobacco control over the 
past decade. 


Control of Tobacco Products 

All imported tobacco products are taxed under the Vanuatu Custom and 
Tariff Act. Taxes on tobacco products were recently increased by 15%. In 
August 1998, a memorandum from the Director of Customs and Taxes to 
the Department of Health cautioned against further tax increases 


There are no age restrictions on sales of tobacco products. Under the 
Vanuatu Public Health Act of 1994, advertising of cigarettes is prohibited. 
This Act also provides for the use of health warnings on cigarette packets 
and the establishment of permissible levels of tar and nicotine in cigarettes. 


Protection for Nonsmokers 

The Public Health Act prohibits smoking in government buildings and 
workplaces, enclosed public spaces for entertainment, and domestic flights. 
Some partial smoke-free areas have been established in health facilities. 
international flights are smoke-free in line with International Civil Aviation 
Organization policy. 


Health Education, Media and Advocacy 

World No-Tobacco Day is celebrated annually. There are additional health 
programmes available. In 1988, the Health Education Section launched a 
week-long Programme on Prevention of Tobacco Smoking. A few religious 
organizations have organized anti-smoking initiatives. 


RECEPTIVENESS TO THE FCTC 


Vanuatu needs to expand its current national efforts to establish a strong 
tobacco contre! programme. A national tobacco control plan of action is 
needed and a coordinating body for tobacco control needs to be identified. 
The current legislation needs to be fortified with implementing regulations, 
and enforcement of these regulations needs to be ensured. A more robust 
taxation structure and innovative education and advocacy strategies are 
needed to strengthen the country's tobacco control initiatives. The high rate 
of tobacco use among Port Villa youth indicates that a population-based 
survey of youth and adolescents is indicated. Interventions targeting this 
vulnerable age group need to be developed and implemented. 
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SOC IALI oil Hl REPU BLIC OF As of 1994, 100 000 Vietnamese were engaged in tobacco agriculture. These 


VI ETNAM farmers do not receive government subsidies for tobacco production. An 
additional 15 000 worked in tobacco manufacturing. A recent report from 


Paphiopedilum the Agriculture and Rural Development Ministry showed that the number of 
workers dropped to 9800 in 1997. 
Tobacco excise duty ranges from 25% to 65%, depending on the kind of 
cigarettes. 
TOBACCO CONSUMPTION 
Manufactured cigarettes are the predominant form of tobacco consumed. 
"Roll-your-own" cigarettes, pipe tobacco and chewing tobacco are also 
available. 
Prevalence data are available from surveys done in 1995 and 1997. Tobacco 
Population 1996 2025 use, while still high, appears to have decreased among adults. 
Total 75 069 000 118 151 000 
Adult (15+) 47 293 785 90 219 000 Smoking Prevalence, Adult 
Health Status | 1995-1997 
Life expectancy at birth (1995) 63 (males) 
67.5 (females) 
Infant Mortality Rate (1996) 45.1 per 1000 live births = 
wo 
GNP per capita, 1997 US$ 363 é 
& 


Smoking Prevalence 


Adults* (15+) : Source: 1995 and 1997 Smoking Prevalence Data 


Among younger people, the overall prevalence of smoking was 6.7%. Among 


you : selected subgroups, tobacco use rates were as follows: 
VINACOSH . Police 48.7% 
Source: 1997 Survey, fee: et, 
% 
RADE AND INDUSTRY ° Workers 50% 
TOBACCO PRODUCTION, T a ey. 
° 0 
A total of 24 500 hectares of agricultural land in Vietnam ph to Pi ts Students 20.6% 
factured domestically grown 
ipa Ne ee siue of US$ 1171 038. The country The data also showed that 33.4% of male health care professionals and 
ear cabot requirement of 46 500 tonnes of tobacco annually. 0.8% of females smoked. 
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HEALTH COSTS FROM TOBACCO USE 
Tobacco is a contributes to two of the five leading causes of death. 


Leading Causes of Death, 1996 


1. Accidents, injuries and poisonings 

2 Diseases of the circulatory system 

3. Diseases of the Infectious and parasitic diseases 
4. Respiratory system 

5. Perinatal conditions 


Source: WHO-WPRO Health Data Bank, 1998 Revision 


Between 1960 and 1980 the National Institute of Tuberculosis carried out a 
survey on 173 cases of lung cancer. Of the 151 males cases, 112 (74.2%) 
were smokers. In the same study, 35% of smokers were found to be suffering 
from bronchitis and 40% had bronchiectasis. In 1993, 81.4% of 338 registered 
lung cancer patients were smokers. Among all cancer patients registered 
in 1993 at the National Institute of Cancer, 59.3% were smokers. 


TOBACCO CONTROL MEASURES 


The Ministry of Health established the Steering Committee on Tobacco 
Control in 1989. In 1994, a 1995-1999 tobacco control strategy was approved. 
Currently, the Vietnam Committee on Smoking and Health (VINACOSH), 
under the Ministry of Health, is the designated national coordinating body on 
tobacco control. This committee has recently completed a draft National 
Tobacco Control Policy for approval by the Government. 


Control of Tobacco Products 

There is no mandated minimum age of purchase. There are partial bans on 
advertising in print media, on the radio and on television. However, there 
are no restrictions on indirect advertising, sponsorship or other promotional 


activities by the tobacco industry. Point-of-sale giveaways and product 
sampling is common. 


There are no bans on smokeless tobacco and single stick sales. While 
maximum allowable levels of toxic substances in cigarettes are not set by 
law at present, the Ministry of Health and the Ministry of Science, Technolo 
and the Environment began a collaborative effort in December 1999 to ss 
determine regulation of the levels of nicotine and tar in cigarettes. Health 
warnings are placed voluntarily by manufacturers. These warnings occupy 
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approximately 50% of the side of cigarette packets. Warnings appear in 
Vietnamese. The two Ministries are also working on regulating health warnings 
on all cigarette packets. 


Protection for Nonsmokers a 
There are regulations for smoke-free areas in hospitals and health facilities 
government offices and buildings, indoor workplaces, and buses and rail 
transport. The law on Health Protection, adopted by the National Assembl\ 
in 1989, mandates smoke-free public halls, cinemas, theatres and other 
enclosed spaces. Smoking has been prohibited in all hospitals, health facilitie: 
and offices of the Ministry of Health since 1995. Flights on Air Vietnam hav 
been smoke-free since 1994. 


Health Education, Media and Advocacy 

News and articles about the hazards of smoking are published regularly an: 
presented on the radio and television. In 1990, Hanoi hosted the First Nation 
Conference on Smoking and Health. World No-Tobacco Day has been 
celebrated annually since 1988. Recent promotions have involved participatio 
by government representatives, NGOs, medical institutes and schools. 
Educational programmes on tobacco are integrated into other health promotio 
and health education activities. 


RECEPTIVENESS TO THE FCTC 


Vietnam has begun the groundwork for a national tobacco control programms 
A coordinating body is in place to oversee tobacco control efforts, and a 
national plan of action is awaiting official Government approval. Education: 
and advocacy programmes are underway, with participation by the Governmer 
the private sector and NGOs. The taxation structure for tobacco products 
needs to be strengthened. Laws need to be fortified and consistently 


implemented. While much remains to be accomplished, the momentum 
towards tobacco control has begun. 
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WALLIS AND FUTUNA 


Fleur 
Population 1994 2025 
Total 14 400 22 000 
Adult (15+) 576 na 
Health Status 
Life expectancy at birth (1990) 67 (males) 


70 (females) 


Infant Mortality Rate (1993-1995) 15 per 1000 live births 


GDP per capita, 1992 


US$ 2500 
Smoking Prevalence, 1996 


Ci | ro 
Adults (15+) 18% 


Source: 1996 Survey, Mua 


TOBACCO PRODUCTION, TRADE AND INDUSTRY 


dried and sold in 


Total 


Some tobacco is grown domestically. Tobacco leaves are 
stores or consumed by the producer. 


Locally grown tobacco is used in pipes and cigars. This form is preferred by 
older men. Younger smokers below 30, both male and female, almost 
exclusively smoke imported cigarettes. Most cigarettes are imported from 


Australia and New Zealand. 


TOBACCO CONSUMPTION 


The annual per capita consumption of cigarettes in 1994 was 930 cigarettes. 


A 1996 household survey on smoking prevalence revealed a rate of 42% 
among males over 15 and 18% among females over 15. Overall smoking 
prevalence among adults was 30%. 


Data from 1994 indicated a prevalence of smokin ici 
g among male physicians 
of 36% and that 48% of male and 52% of female youth smoked occasionally. 


HEALTH COSTS FROM TOBACCO USE 


There are no available studies on the health impact of tobacco use. 


TOBACCO CONTROL MEASURES 


Wallis and Futuna does not yet have a national tobacco control programme, 
and there is no national coordinating body for tobacco control at the present 
time. 


Control of Tobacco Products 

Ten per cent of government revenue is from tobacco taxes. Forty-six per 
cent of the cost of a packet of cigarettes goes to taxes. Tobacco advertising 
is banned in print media and on radio, but allowed on billboards. Sponsorship 
of events by tobacco companies is also allowed. 


Levels of tar and nicotine are regulated by the Government. In 1994, three 
health warnings in French were used on cigarette packets. However, in 
1996, there were reportedly no health warnings on cigarette packages. 


As of 1996, there were no bans on sales to minors, sales of smokeless 
tobacco and cigarette vending machine sales in public places. 


Protection for Nonsmokers 
Hospitals/health facilities, government buildings, public transport and airlines 
are reported to have smoking restrictions. However, there are no regulations 


covering workplaces or restaurants. 


Health Education, Media and Advocacy 
World No-Tobacco Day is celebrated annually. There are additional health 
programmes available. As of 1997, reportedly, no nongovernmental 


organizations or medical groups were involved in tobacco control advocacy. 


RECEPTIVENESS TO THE FCTC 


Wallis and Futuna needs to exert significant national effort to establish a 
strong tobacco control programme. A national tobacco control plan of action 
is needed and a coordinating body for tobacco control needs to be identified. 
Substantial legislation, robust taxation structures, innovative education and 
advocacy strategies are needed to strengthen the country’s tobacco control 
initiatives. Baseline data on smoking prevalence and patterns of tobacco 
use need to be established. 
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ANNEXES 


ANNEX 1: An Assessment of Country Receptiveness to the FCTC---the 5-Orchid Scale 


Assuring Member States' acceptance and support for the international Framework Convention on Tobacco Control (FCTC) is a critical part of the 
overall plan for tobacco control within the Western Pacific Region. Countries cannot fight the tobacco epidemic on their own. The transnational aspects 
of tobacco trade and advertising make it necessary to form a global alliance against the tobacco epidemic. The international Framework Convention 
on Tobacco Control (FCTC) is the legal instrument that will enable countries to jointly address transnationakigsues affecting tobacco control. Thus, 
generating support for the development and adoption of the FCTC in 2003 will be critical for the successfu ome of efforts to reduce tobacco use. 


Generating support for the FCTC must be done in a systematic manner. A key component is mappii 
the FCTC. This will allow the identification of countries where greater advocacy is needed to convine 
FCTC. See 


The Western Pacific Region of WHO proposes that five factors be considered 
as the rallying point for breaking free from tobacco. 


3. Designation of a national institution to oversee tobacco control policy 
4. Support from nongovernmental organizations (NGOs) Ace.) 


5. Support from the media 


1. Participation of key players in previous international treaties related to health 


i drawn on to determine 
Past experiences of governments with international treaties, specifically those related to global ovine ae be 
ccs of facilitating political consensus for national participation in the FCTC. The following should be ped: 


* Deeper understanding of the link between national and global policy, particularly recognition of the fact that foreign policy is only 
an extension of domestic policy; 


+ Familiarity with the process of treaty-making; 
+ Familiarity with key players and stakeholders. 


Stakeholders in tobacco control must: 


¢ Identify key players; 


* Target these key players using media and advocacy strategies; 


* Include government officials, environmental NGOs and advocates for wome ig sessions in 


preparation for the FCTC. 


2. Inclusion of measures to limit access to ti fobacco Contro 


Before the FCTC, with few exceptions, most of the work in ' 


strategies. Recent research, supported by the World Bank at 
smoking prevalence and tobacco consumption: 


gies for reducing 
Developing excise tax policy based on raising the real price of t 
Instigating a total ban on all forms of advertising, sponsorship an 


Developing a comprehensive and enforced approach to banning 


velo king in all enclosed public places and the application of measures to 
minimize exposure to children and non-smokers; | ; on 


Providing dedicated funding for mass information campaigns, especially well-researched counter-advertising strategies; 
Providing wide access to smoking cessation therapy and counseling. 


These strategies should ideally be incorporated into all national plans of action for tobacco control. 


06) 


3. Presence of a national institution to oversee tobacco control policy 


Implementation of national plans of action which include str i 
ategies to ensure policy change will require the support of nati instituti 
the mandate and power to guide the complex task of tobacco control over several years. : ‘ —a 


National institutions are also needed to facilitate the involvement of other sectors that influence the development of public policy. 


The health sector alone will not be able to make a substantive impact on tobacco control as there are many other issues that cut across different 
sectors. National capacity for tobacco control must also be addressed within the sectors of trade, customs». the judiciary, labour, communication 
finance and economic planning, agriculture and international relations. ea | 


One approach would be to create or designate a national tobacco control commission, or its € ority 
to oversee this multisectoral process. ve 


4. Support from nongovernmental organizations 


d labour have 
at the forefront 
Marketing of 
ta and define the 


In recent years, most of the advocacy and grassroots support for international laws 
been generated through parallel processes involving different stakeholders in civil society. 
of many international agreements such as the International Campaign to B. 
Breast-Milk Substitutes and the Convention on Climate Change. NGOs are able to pressure | 

national interest in relation to sectors that are politically marginalized. In this (GOs that ar ved men and children 
would be able to mobilize grassroots support for the FCTC. This Jrou| advocates. 


5. Support from the media 


the disease 
ges that link 
erable influence 
compounded by 
rtising. Furthermore, 

Ss and broadcast and 


Social acceptance of tobacco smoking undermines the evidence tha 

burden of tobacco. This social environment has evolved over decade 
cigarette smoking with freedom, rights, choice, sophistication and independ 
over public opinion and political processes. While media support for a publi 
the fact that the media derives substantial income from tobacco advertisement 
the lifestyles of professionals in the media often include exposure and higher ris 


print networks have employees who smoke. 


k fe 


iti ieehe to nonsmoking media practitioners who 
evidence to the media and media practitioners, especially 7 

iE leaders in advertising firms and broadcast and print networks who have openly taken a 

key support mechanism for the FCTC. 


Thus, it is critical to develop a strategy to 
are victims of environmental tobacco smoke. Support from 
stand in favour of various public health and environment Issues would be a 


>) 
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Where We Stand: The Western Pacific Region's Status vis a vis Country Support for the FCTC 


Using the criteria outlined above, an assessment of the Western Pacific countries’ likelihood to support the FCTC can be created. 
Countries are listed in alphabetical order. 


ont FTF 


4 —5 Orchids Yes National infrastructure for tobacco control well established. May serve as a resource for 
other countries within the Region. 


2 - 3 Orchids Maybe Some national infrastructure for tobacco control is in place, but other factors (political, economic, etc.) 
may hinder support for the FCTC or national experience in tobacco control is relatively new. Advocacy 
needed to convince key decision-makers to decide in favour of the FCTC: 


0 — 1 Orchid Unlikely without National infrastructure for tobacco control minimal. Will need concerted effort both to generate 
substantial effort awareness and support for the FCTC and to establish national capacity to address the 
tobacco epidemic. 
Country/Area Score. Country/Area Score 
AMS American Samoa x Xx MOG _ Mongolia x xX 


AUS Australia NAU Nauru 


NMI Northern Mariana Islands, 
Commonwealth of the 

MSI Marshall Islands, Republic of the 

MIC Micronesia. Federated States of 


* 
haa | 


VAN Vanuatu 


VTN Viet Nam, Socialist Republic of x er 
WAF Wallis and Futuna 


: xx 
BRU Brunei Darussalam x NEC New Caledonia x 
- Cambodia | a3 NEZ New Zealand (eee © 3 
N China, People's Republic of 2. NIU Niue x 
COK Cook Islands x BLA Palau, Republic of xxx 
Fld Fiji x fi i 
ij xx Xx PNG Papua New Guinea gsr 
FRP French Polynesia x PHL Philippines z= 
GUM Guam x i 2 ~ ~ - 
: x xX x : KOR Korea, Republic of x er 
pe Hong Kong sex x SMA Samoa xX 
sh — xx SIN Singapore (ee © @ 5 
iribati x SOL Solomon Islands x 
LAO Lao People's Democratic Republic gt TOK Tokelau x 
me oe | x TON Tonga x 
alaysia x * TUV Tuvalu 
=e 
zr 
x 


Rieke: : F : 
ote: While this assessment tool tries to systematically evaluate the likelihood that countries 


within the region will support the FCTC, it i 
, Itis by no means foolproof. A i i cac 
mapping for tobacco control grows, the criteria and process ns cheng Ce ago 
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ANNEX 2: TFI-WPRO's Commitment 


TFI-WPRO'S COMMITMENT 


While TFI-WPRO continues its overall efforts to strengthen national capacity for tobacco control, specific a 


: ities have been 
identified in support of the FCTC process. These include: 


* Development of templates for national plans of action in support of the FCTC; 
* Development of parameters and indicators to monitor progress in relation to the FCTG 


* Generation of new data on litigation, advertising, taxation, crop diversification, smugg 
issues in relation to the FCTC; 


* Initiation of interregional collaboration within the World Health Organization; 


* Advocacy for collaboration in other regional and international bodies such 
Association of South East Asian Nations, and the Pacific Islands Health Offic 


* Initiation of a parallel process for NGOs and the media; 


* Development of a regional communications campaign that target 
support of nonsmokers for the FCTC. 


ANNEX 3: National Focal Persons for Tobacco or Health 


NATIONAL FOCAL PERSONS 
TOBACCO FREE INITIATIVE, WESTERN PACIFIC REGION 
American Samoa Mrs Molisamoa a’au i i 
Tel. No.: (684) a 4606 ah sae a er 


Fax No.: (684) 633 5379 
E-mail: asdoh@lbj.peacesat.hawaii.edu 


0.: 1-671-734 5910 
ail; dennisr@mail.gov.gu 


Australia Ms Geraldine Daly 
Tel. No.: (02) 6289 7688 
Fax No.: (02) 6289 8456 
E-mail: geraldine.daly@health.gov.au 


Hong Kong 


Brunei Dr Haji Abdul Latif bin Haji Ibrahim 
Tel. No.: (673-2) 382031 
Fax No.: (673-2) 380687 
E-mail: mhsd@brunet.bn 


Cambodia Dr Lim Thai Pheang 
Tel. No.: (855) 023-366 163 
Fax No: (855-23) 213-608 
E-mail: nchp@camnet.com.kh 


Kiribati 


China Dr Hou Peisen 
Tel. No.: (8610) 68792325 
Fax No.: (8610) 68792321 
E-mail: houps@mx.cei.gov.cn 
houps@chsi.moh.gov.cn 


Cook Islands Mrs Edwina Tangaroa 
Tel. No.: (682) 29100 
Fax No.: (682) 29110 
E-mail: aremaki@oyster.net.ck 


snet.ck i es p 
Manoa Dey Tel.No.: 60-3-254-0088 

a F Fax No.: 60-3-256-1566 
a De Mangere orien Email: drsalleh@dph.gov.my 


Tel. No.: (679) 320 844 


.: (679) 320 746 
ligne ) Northern 


-mail: t.gov.fj : : 
E-mail: meorelius@govne!.gov-l Mariana Islands Dr Joseph Kevin P. Villagomez 
. ‘ ‘ Tel. No.: (1-670) 234-8950 
Papen Petynesia : ie nN i Fax No.: (1-670) 234 8930 
a No.: (689) 4600 65 E-mail: dphsec1 @gtepacifica.net 
Fania e?) copy to: siatdao@gtepacifica.net 


E-mail: marie-francoise.brugiroux@sante.gov.pf 


NATIONAL FOCAL PERSONS 
TOBACCO FREE INITIATIVE, WESTERN PACIFIC REGION 


Republic of Korea Mr Yong-Joo Park 
— aes eee 5560 / 5561 Tel. No.: (822) 503-7538 or 7539 


Fax No.: (692) 625 3432 Fax No.: (822) 504-1394 
Email: rmimohe@ntamar.com E-mail: yjpark@mohw.go.kr 


: ; i ituave 
Dr Eliuel Pretrick Samoa Mr Sakaria Tai 
ee (691) 320 2619 Tel: (685) 21212 Ext 365/366 


Fax No.: (691) 320 5263 Fax: (685) 21440 
Email: fsmhealth@mail.fm 


Micronesia 


Gling Chee Yeong 
9: (65).435 3539 


Singapore 


Mongolia Dr Dangaa Baigalmaa 
Tel No: (9761) 323 111 
Fax No: (9761) 327 872 or 320 916 
Email: baigalmaa@mohsw.mng.net 


Nauru Dr Godfrey Waidubu 
Tel. No.: 674-444 3882 or 555 4301 
Fax No.: 674-444 3881 or 444 3106 


New Caledonia Dr Bernard Rouchon 
Tel. No.: (687) 24 37 13 
Fax No.: (687) 24 37 02 


E-mail: dtass@territoire.nc )\clear.net.nz 


New Zealand Mr Matthew Allen 
Tel. No.: (64 4) 496 2192 
Fax No.: (64 4) 496 2340 
E-mail: matthew_allen@moh.g 


Niue Ms Minemaligi Hetutu Pulu 
Tel. No.: (683) 4100 
Fax No.: (683) 4265 
Email: malolotino@mail.gov.nu 


Palau Dr Caleb Otto 
Tel.No.: (680) 488 3116 
Fax No.: (680) 488 1211 


Email: phpal@palaunet.com Viet Nam 7 Dr Nguyen Ngoc Khang 


Philippines Dr Joseph Y. Aricheta i + a: ie aaa 
Telefax: (632) 711 6297 E-mail: _ t : a ven 
Email: non-comm@doh.gov.ph : dieutri@hn.vnn.vn 


Wallis and Futuna Madame Savelina Tuifua 
Tel: (681) 7223 fF oa 
Fax: (681) 72 23 87 
> E-mail: sante.wf@wallis.co.nc 


WHO CONTACT INFORMATION 


TFl Headquarters 
Framework Convention on Tobacco Control 
Dr Douglas Bettcher 
Fax: 41 22 791 4828 


TFI-WPRO 
REGIONAL FOCAL PERSON ON TFI 
Mr Stephen Tamplin 
Faxoo2 021 1036 
Email: tamplins@wpro.who.int 


Technical Officer/STP 
Dr Annette M. David 
Fax: 632 521 1036 
Email: davida@wpro.who. int 


Resources on the Web: 
http:/Awww.who.int/toh 
http://www.wpro.who. int 
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